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INTRODUCTION AND SUMMARY 


1. In discussions on proposals for a general medical 
service for the nation the major details, and suggestions 
as to how they should be carried out, are of the first 
importance. Many such details and suggestions are in- 
cluded in subsequent sections of this report. It is neces- 
sary, however, to clarify them by a more general and 
succinet survey in order that each may fall into its proper 

The field is not clear, to start with. If it were it 
om not be very difficult to construct, at any rate on 
paper, a health scheme which would be symmetrical, 
logical, complete, and effective both clinically and 
administratively. We find, however, the ground occupied 
—but by no means covered—with a number, even a 
plethora, of health services better, on the whole, than 
those existing in any other country. Nevertheless these 
services, each good in itself, have grown up or been 
established in a piecemeal, independent, more or less hap- 
hazard fashion, and in consequence there is much over- 
lapping and unnecessary complication and confusion, 
while there are yet large gaps in the provision needed in 
a reasonably complete service. Moreover, existing areas 
of health administration are often unsuitable, but any 
proposals for reform must take into consideration the 
historical and practical circumstances which have brought 
them into being. - 


3. In formulating, then, a scheme for a general medical 
and health service for the nation it is not attempted to 
set out one which is ideal in the abstract or even per- 
fectly logical, either in its administrative or in its clinical 


aspect. We seek, rather, while recognizing existing con- 
ditions and circumstances, so to adjust, modify, and 
extend present services and administrative arrange- 


ments as to produce a co-ordinated and, as far as possible, 
unified system, effective and reasonably complete. 

4. In England and Wales the only existing agency which 
can act as a unifying force is the Ministry of Health.* 
As such a force, however, it is both ineffective and incom- 
plete. Its several departments appear to function to a 
great extent independently of one another. It has farmed 
out the control of the school medical service to the Board 
of Education in spite of the intentions of Parliament. 
The control of other important health services remains 
with the Home Office. It would be an advantage if, for 
the purposes of central administration and supervision, 
these divisions and imperfections could be abolished. 

5. Locally there are now two systems of medical pro- 
vision, one under the auspices of the Insurance Com- 
mittees of counties and county boroughs, another under 
the auspices of local authorities, either counties or county 
boroughs or smaller (but often very populous) county 
districts. These systems are independent of one another, 


* In Scotland the appropriate agency is the Department of Hea!th, 
1744 
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except that there is some representation—in practice 
almost negligible—of the county and county borough 
councils upon the Insurance Committees. We regard it 
as essential that these two systems shall be much more 
closely connected both administratively and in medical 
personnel. 


6. Broadly the present provision may be set out as 
follows: 

(i) Under the auspices of the Insurance Committees a 
general practitioner service for some nineteen million persons 
who are under a “contract of service ~™ and, if non-manual 
workers, have incomes below a certain limit. 

(ii) Under the auspices of the local authority: 

(a) An environmental health service. 

(b) A general practitioner service for persons who are 
destitute or in need of public assistance 

(c) A school medical service of limited scope. 

(d) A maternity service based mainly on attendance of 

midwives.* 

(e) The supervision of certain cases of mental deficiency. 

(f) Clinics for certain purposes—for example, for infant 
welfare, early mental disorders, venereal disease, and tuber- 
culosis. 

(g) The services of consultants and specialists for certain 
purposes. 

(h) General hospitals and special hospitals, including 
those for infectious diseases and abnormal mental con- 
ditions. 


7. In addition there are certain voluntary bodies or 
agencies which render the most valuable service to the 
public health. Those concerned with infant welfare and 
with mental health are particularly noteworthy, and. the 
position of the voluntary hospitals throughout the country 
is fully recognized. In any national scheme of medical 
and health provision the work of such bodies and 
institutions should be continued, extended, and utilized to 
the full, both as essential auxiliaries to local authorities 
in the exercise of their statutory duties and powers and 
as pioneers and experimenters in fields and directions not 
yet recognized as within those powers. 


8. The provision which should be made in any general 
medical service for the nation includes, in addition to 
the environmental health and sanitary service: 

(i) A general practitioner service ; 
(ii) Auxiliary services—for example, nursing, massage, 
physical medicine ; 
(iii) Dental and ophthalmic services ; 
(iv) A complete maternity service ; 
(v) A consultant, specialist, and laboratory service ; 
(vi) An institutional service. 


9. Accepting the form of medical benefit under the 
existing national health insurance system, while recognizing 
that it requires to be improved and supplemented, we 
propose that it shall be extended to include (a) the 
dependants of the present insured persons, (6) those at 
present receiving domiciliary medical attendance through 
public assistance machinery, (c) others of like economic 
status with the present insured persons though not under 
a “contract of service,” and their dependants. Thus all 
domiciliary general practitioner attendance for beneficiaries 
would be in accordance with one system and under the 
supervision of the same agency. 


10. In close association with the general practitioner 
service would be certain auxiliary services of lay persons, 
such as pharmacists, nurses, masseuses, and biophysical 
assistants, necessary for the treatment of the insured 
clientele under the responsibility of their general practi- 
tioners. These services would be statutory and arranged 
by contract, and would not be dependent upon the 
affluence of approved societies or the will of their. officials. 


. *In Scotland a more comprehensive maternity service exists, 
including the services of medical practitioners and consultants. 


11. Similarly there would be for insured persons a 
dental benefit and an ophthalmic benefit—both as 
statutory benefits for all and not as “ additional ” benefits 
for some. It is undoubtedly somewhat illogical to put 
ophthalmic treatment in the position suggested rather than 
to include it under like conditions with other consultant or 
specialist services, but there are considerations which seem 
to make this more convenient. As an alternative, how- 
ever, it could be placed in the more general category. 

12. The consultant service should be similar to that 
now available to private patients, and would be rendered, 
as a rule, in the consulting-room of the consultant or in 
the home of the patient. Although the approach of the 
patient to the general practitioner should be direct and 
free, it is essential, in the interest of the patient, that 
consultant and specialist services should be available only 
on the recommendation of the family doctor. The con- 
sultant service should be administered by the statutory 
bodies responsible for the service as a whole, or by 
combinations of such bodies. 

13. The scheme for a complete national maternity 
service and the hospital policy favoured by the British 
Medical Association have been set out in full in 
separate publications of the Association, and have 
met with wide acceptance. It is not proposed that 
either of these services should form an integral part of 
the instrance system, but they must both be included 
in any general medical service for the nation and asso- 
ciated as closely as may be with the other parts of such 
a service. We favour the grouping of hospitals of all 
kinds into somewhat large regions, and the establishment 
and extension of contributory schemes and provident 
schemes in accordance with suggested models. 


14. Administratively the modifications or changes sug- 
gested may be grouped as threefold. They relate to 
(1) the local health areas, (2) the committee work of 
the authorities of those areas, (3) medical supervision and 
relationships within those areas. 


15. In lieu of the present multiplicity of local health 
authorities, most of them with only partial health powers 
and functions, it is proposed that every area—whether 
county, county borough, municipal borough, or county. 
district—with a population above a certain minimum, 
varying in accordance with its predominantly urban or 
rural character, should be constituted a health area, and 
that its council should have full powers and a complete 
service. The powers permitting combination or joint 
action between such authorities for all, or for certain, 
health purposes might be extended, and the councils should 
be induced to use them on all suitable occasions. Par- 
ticularly should this be the case for the establishment of 
appropriate wider regions for the purpose of hospital 
grouping and usage and for the establishment and usage 
of a consultant and specialist service. By such an arrange- 
ment a vast amount of overlapping and confusion would 
be avoided. 


16. A rearrangement of statutory committees and the - 


reconstitution of Insurance Committees in. relation to 
local authority councils would conduce to efficiency and 
co-ordination of work and unification of control. The 
position of the transferred insurance services committee 
should be the subject of special consideration. It is note- 
,worthy that such a transference has been recommended 
by every royal commission, departmental committee, or 
authoritative inquiry that has considered the matter. 
But (1) the general practitioner service is at present 
financed, and may continue to be financed, mainly by 
contributions made by beneficiaries or on their behalf ; 
and (2) it must continue to be a nation-wide service 
directed in its essentials from the centre and conducted 
in every area on uniform lines. In view of these facts 
it would be essential to preserve central control of the 
service much as at present, and to secure substantial 
representation on the committee of contributing bene- 
ficiaries or those charged with their interests. There 
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are, nevertheless, counter considerations: (1) it is of the 
utmost importance that in any general medical service 
for the nation the general practitioner service should 
be brought into the most intimate relationship with all 
the other health services; (2) even in the present insur- 
ance service and the constitution of its committees it is 
recognized that the local health authorities have im- 
portant interests, and these would be largely increased in 
the extended service proposed, especially by reason of 
the fact that, as public assistance authorities, they would 
be making a substantial contribution from the rates in 
paying the whole of the premiums of those in need of 
public assistance. We regard the suggested administra- 
tive liaison between the insurance service and the local 
authority services as certainly no less important than 
the clinical liaison previously mentioned. 

17. There should be a purely medical liaison also 
between all the services. It is proposed that this should 
be effected in two ways. The medical officer of health 
appointed by the council of each health area would be 
charged with the general supervision of all the health 
services, and would have appropriate duties. Further, in 
each area would be established a Medical Advisory Com- 
mittee representative of the whole profession in the area. 
Such committee would be available for securing such 
co-operation of the medical practitioners of the area 
with the local health authority and its officers as was 
desired or as was necessary. It would be consulted on 
behalf of the local authority on all purely professional 
matters and on those in which the interests of the medical 
profession were concerned. 


18. Central medical committees, whether representa- 
tive of insurance practitioners in particular or of the 
profession generally, should be maintained and recog- 
nized as at present for the purpose of consultation 
or negotiation with the central health government 
departments. 


19. Proposals on these lines have been submitted by 
the British Medical Association for some years now for 
public discussion. As a result of such discussion they 
have been revised and amended, and in this form the 
Association invites further discussion, with a view, how- 
ever, to some such proposals being practically im- 
plemented at no distant date. 


I. THE PROBLEM 


20. The past thirty years have been characterized by 
a widening and a deepening of the public interest in the 
problems of personal and public health. The establish- 
ment of the systematic medical examination of school 
children, the creation of the national health insurance 
service, the organization of tuberculosis, venereal disease, 
maternity and child welfare, mental and mental deficiency 
services, and the transfer from Poor Law to public health 
administration of a large number of hospitals and institu- 
tions, all illustrate the greatly increased interest which the 
community, through the State, has manifested in health 
and sickness provision as a form of social service. The 
reports of the Consultative Medical Councils, the Royal 
Commission on National Health Insurance, the Depart- 
mental Committee on Scottish Health Services, the Volun- 
tary Hospitals Commission, and the British Medical Asso- 
ciation ; the various inquiries, official and unofficial, into 
the problem of maternal mortality; and the recently 
issued report on British Health Services by Political and 
Economic Planning, have all in their turn focused public 
attention on one or other aspect of the health services. 
The Press, the radio, and the public platform have com- 
bined to keep continually before the public as a live and 
personal issue “ The Health of the People.” 


21. The existing health agencies are different in their 
origin and inspiration, diverse in their form, and bewilder- 
ing in their complexity. The State, which forty years ago 
confined its interest in national health exclusively to the 
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protection of the community from the ravages of infectious 
disease and the abatement of the grosser dangers to 
communal health, began in the early years of this century 
to interest itself in personal health services. In particular 
it has made forms of provision for the mother and the 
infant, the school child, and the wage-earner, and for 
those of all ages who are suffering from certain diseases 
or defects or who need institutional treatment. The 
voluntary hospitals, born of religious and humanitarian 
motives and intended mainly to serve the poor, now 
minister, with or without State aid, to a section of the 
community which is, in the great majority of cases, neither 
destitute nor poor. The services of the general practi- 
tioner, formerly available on an individual fee-paying or 
charitable basis, are now available to nineteen million 
wage-earners through a State service, and by voluntary 
cO-operative arrangements to another large section of 
the community. Different services have been established 
at different times by different agencies with different 
motives. 


22. The State continues steadily to increase and extend 
its health and sickness activities. But it cannot be said 
that each new development is an expression of a unified 
health policy of ordered development. Still less can it 
be said that the State, in creating new facilities or services, 
invariably takes steps to ensure a close correlation with 
parallel non-State or voluntary provision. The result has 
been piecemeal and fragmentary growth rather than con- 
sistent and systematic development. The public is often 
served by unrelated and competitive agencies. The indi- 
vidual passes from local authority to voluntary body, 
from consulting room to clinic or hospital, from private 
to official doctor and often back again, to obtain from 
many unrelated agencies a service which could be more 
efficiently provided as one co-ordinated whole. Some 
services are available to one citizen but not to another 
in similar circumstances ; some serve the citizen at home, 
while others are prohibited from so doing ; some services 
he obtains at public expense, others he must pay for 
privately. 

23. What is urgently needed to secure co-ordination and 
co-operation is an integrated national policy on health. 
The British Medical Association, representing the great 
majority of doctors in this country, has constantly studied 
in principle and in detail many aspects of this subject. 
The Association’s Proposals for a General Medical 
Service for the Nation, first published in 1929, have been 
widely examined and discussed. As an outcome the Asso- 
ciation now submits for the consideration of the public 
a coherent and inclusive scheme of medical service based 
on a few simple basic principles. The plan of medical 
provision which the Association advocates is one that 
would ensure for all who need it every kind of treatment 
available for the cure of the sick and prevention «f 
disease and would utilize for this purpose every class of 
medical practitioner. It is in accordance with the belief 
and traditions of the medical profession and would have 
its whole-hearted support. 


Il. GENERAL PRINCIPLES 


24. The main basic principles of the scheme are four in 
number: 


(1) That the system of medical service should be directed 
to the achievement of positive health and the prevention 
of disease no less than to the relief of sickness. 

(2) That there should be provided for every individual the 
services of a general practitioner or a family doctor of 
his own choice. 

(3) That consultants and specialists, laboratory services, 
and all necessary auxiliary services, together with institu- 
tional provision when required, should be available for 
the individual patient, normally through the agency 
of the family doctor. 
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(4) That the several parts of the complete medical service 
should be closely co-ordinated and developed by the 
application of a planned national health policy. 


25. The system of medical service should be directed to 
the achievement of positive health and the prevention of 
disease no less than to the relief of sickness. 


Health is something more than the absence of disease. 
While provision for the treatment of disease is an essen- 
tial part of any satisfactory health service, the emphasis 
should rest on the positive prosecution of measures to 
maintain and enhance mental and physical health. 


26. This first principle not only satisfies the demands 
of enlightened public opinion but it accords with the 
spirit and trend of modern medicine. Recent years have 
been characterized by a reorientation of medical thought 
and a widening of the basis of medical practice. Whereas, 
until comparatively recently, medicine found its sanction 
to a large extent in the sciences of pathology and morbid 
anatomy, it now approaches the problems of health and 
disease from the standpoint of applied biology, concen- 
trating not only on the causes and treatment of disease 
in its individual manifestations but on the promotion 
and maintenance of positive health. It views the indi- 
vidual not as a vehicle of disease processes but as a 
living organism adapting itself to its environment. 


27. By continuous attention to such factors as housing, 
water and food supply, the prevention of epidemics, and 
the prevention or abatement of conditions injurious to 
health, the services administered by sanitary authorities 
ensure a standard of environmental circumstances which 
is vastly superior to anything which existed compara- 
tively few years ago. There is no room for complacency, 
however, for much remains to be done. The nutritional 
standards of considerable numbers of our people are too 
low; such a valuable food as milk is by no means 
universally safe; facilities for recreation are commonly 
inadequate ; in many parts of the country overcrowding 
is rife; and preventable infectious disease still occurs all 
too frequently. 


28. There are signs of a new public interest in the more 
positive aspects of health. The issue by the British 
Medical Association of a special report on _ physical 
education stimulated both interest and activity, culminating 
in governmental action and a widespread “ keep-fit” 
movement. Recent publications on nutrition, including 
those of the League of Nations, of the Advisory Com- 
mittee on Nutrition to the Ministry of Health, and of 
the British Medical Association, have illustrated a closer 
contact between the doctor and the problems, economic 
and nutritional, of the housewife. There are signs of 
improved technique in health education: it is directed 
more to healthy living and less to particular diseases. 
Biology and elementary hygiene are being taught more 
effectively in the schools, while the Press, the poster, the 
pamphlet, the film, and—potentially the greatest of. all— 
the radio, are all contributing to health education. 


29. But the value of all these contributions can be 
greatly enhanced by the work of the family doctor. 
Because of his intimate knowledge of the homes and 
lives of his patients he has unrivalled opportunities of 
advising on wise and healthy living. This is made possible, 
however, only when a family doctor is within easy reach 
of every citizen and when every citizen avails himself 
of the advice and help that his doctor can give. On 
this subject she Departmental Committee on Scottish 
Health Services, 1936, expressed itself in the following 
terms: 


“It will be noted that in the modern conception of medical 
practice great emphasis is placed on the role of the family 
doctor as health adviser. Owing to the advances of scientific 
knowledge many specialisms have developed, and there is 
nothing to suggest that this movement will be less rapid 
in the future than it has been in recent times. On the other 
hand, there has emerged a growing public appreciation of 


the value of health and of the importance of early atten- 
tions to departures from normal and a demand for the 
services of the general practitioner as health adviser. We 
think that this movement also is bound to develop rapidly, 
and that national policy for the promotion of the health 
of the people should be so framed as to encourage it. It 
appears to us that the role of health adviser by the family 
doctor is a natural development of ordinary medical practice, 
and that the training of the student of medicine should be 
adapted to fit him for it.” 


30. There should be provided for every individual the 
services of a general practitioner or a family doctor of his 
own choice. 


The view of all branches of the medical profession on 
the proper role of the general practitioner was admirably 
stated in the report of the Consultative Council on 
Medical and Allied Services of the Scottish Board of 
Health, published in 1920: 


“We regard it as of primary importance that the organ- 
ization of the health service of the nation should be based 
upon the family as the normal unit, and on the family doctor 
as the normal medical attendant and guardian. It is not for 
disease or diseases in the abstract that provision has to be 
made; but for persons liable to or suffering from disease. 
The first essential for the proper and efficient treatment 
of individual persons is, therefore, not institutional but 
personal service, such as can be rendered in their own 
homes only by a family doctor who has the continuous 
care of their health; to whom they will naturally turn 
for advice and help in all matters pertaining thereto ; who 
will afford them such professional services as he can render 
personally ; and who will make it his duty to see that they 
obtain full advantage of all the further auxiliary services 
that may be otherwise provided.” 


31. The general practitioner has undergone the same: 


training before qualification as all other members of the 
medical profession, usually supplementing it with hos-, 
pital and other experience before adopting general practice 
as his chosen branch or department of practice. His: 
services are used to the best advantage only when he 
is general health adviser as well as medical attendant in 
sickness. He is in the best position to advise generally 


on matters relating to health, to take into account. 


domestic circumstances and environment, and to discover. 


as early as possible when departures from the normal” 


have occurred. It is to him that the public should natur- 
ally look for advice and help in increasing or maintain- 
ing health, for early diagnosis and treatment, and for 
reference “to agencies providing special services. The 
Departmental Committee on Scottish Health Services 
summarized its view by stating that 


“the general practitioner acting normally as family doctor 
is an indispensable instrument of national health policy, 
that without his assistance, as health adviser and as prin- 
cipal liaison between the homes of the people and the 
statutory health services, these services cannot, in modern 
conditions, function to the full extent as part of a com- 
prehensive policy for promoting and safeguarding the 
health of the people.” 


32. It is interesting, too, to note the conclusion on this 
subject formed by an independent research body, Political 
and Economic Planning, which issued a comprehensive 
survey of health services in this country in 1937: 


“ The needs of the individual or family in health matters 
vary so very much, and call for so much experience and 
judgment that they can in practice only be intelligently 
and sympathetically determined by a person inside the 
health services who is acquainted with the medical record 
and the environment of the person requiring attention. In 
other words, only the general practitioner can keep track 
of the resources of the health services on the one hand 
and the peculiarities and needs of the individual ‘ con- 
sumer” of health services on the other.” 


33. The value of a family doctor to his patient is 
immeasurably increased where complete confidence exists. 
Few conditions of ill-health are without an underlying 
psychological factor, and if the relationship between 


APR 


doctor 
contid 
of ad 
enjoy 
to hel 
demal 
of eve 
need. 
34. 
family 
circull 
patien 
memb 
specia 
consu 
uneco 
in thi 
doubl 
obtair 
if he 
inforr 
tion 
histor 
methe 
consi 
treatn 


35. 
necess 
vision 
patien 

Th 
by th 
ment 
stance 


| 
| 
has t 
able 
diagr 
whic! 
| in 
| 36. 
| 
restr! 
izing 
diagt 
logis: 
be a 
shou 
the ¢ 
In sl 
techt 
requ’ 
37 
be 
supp 
i qual 
dent 
Impc 
cine. 
in 
sary 
to t 
arral 
prof 
38 
by p 
disp: 
ditic 
Ploy 
of ¢g 
trea! 
on 


Aprit 30, 1938 


— 


doctor and patient is impaired by suspicion or lack of 
confidence the doctor is less capable of fulfilling his role 
of adviser and healer, and the patient is less likely to 
enjoy the full benefit of his doctor’s capacity and desire 
to help him. For this reason the interest of the public 
demands that free choice of doctor should be the right 
of every citizen, whatever his social position or medical 
need. 

34. The specialist in-medicine is the complement of the 
family doctor and not a substitute for him. To short- 
circuit the family doctor is uneconomic, bad for the 
patient, and bad for the medical profession. The average 
member of the public is not fully competent to choose the 
specialist he ought to consult—assuming that he needs to 
consult one at all. Selection without such guidance is 
uneconomic. Even if the patient happens to be right 
in thinking he needs the services of a specialist, and is 
doubly fortunate in choosing the right one, he cannot 
obtain full value for his expenditure of time and money 
if he goes to the specialist unprovided with the valuable 
information the family doctor could have given—informa- 
tion as to physical and mental characteristics, family 
history, and previous personal history, and as to what 
methods of treatment have already been adopted. These 
considerations apply whether the individual patient seeks 
treatment at a clinic, a hospital, or privately. 


35. Consultants and specialists, laboratory services, and all 
necessary auxiliary services, together with institutional pro- 
vision when required, should be available for the individual 
patient, normally through the agency of the family doctor. 


The work of the family doctor must be supplemented 
by the provision of specialist aids for diagnosis and treat- 
ment with regard to specific points, or in special circum- 
stances. The increasing complexity of medical science 
has been accompanied by the development of a consider- 
able number of special methods and techniques, both in 
diagnosis and in treatment, the successful employment of 
which involves specialized knowledge and experience and, 
in many cases, complex and expensive apparatus, 


36. The second opinion or consultation, with or without 
treatment, must be available. It may be sought from the 
general physician, the general surgeon, the obstetrician 
and gynaecologist, or from a_ specialist in a more 
restricted field. Again, the help of a practitioner special- 
izing in a particular method or group of methods of 
diagnosis or treatment, such as a pathologist, a radio- 
logist, Or a practitioner concentrating on physical or on 
psychological methods, may be desired. These, too, should 
be available. Such consultant and specialist provision 
should be available in the home, the consulting-room, 
the clinic, or the hospital, according to the circumstances. 
In short, all classes of special knowledge and specialized 
technique should be available when the circumstances 
require them for every member of the community. 


37. The work of the medical practitioner, whether he 
be general practitioner or specialist, often needs to be 
supplemented by contributions from those not medically 
qualified. In a special class come the services of the 
dental surgeon, whose work constitutes one of the most 
important departments of preventive and curative medi- 
cine. Whether he acts as an independent practitioner, or 
in conjunction with the medical profession, he is a neces- 
sary part of a complete medical service. It is essential 
to the completeness of the scheme here proposed that 
arrangements be made by the community with the dental 
profession for a comprehensive dental service. 


38. The principal auxiliary services are those provided 
by pharmacists, nurses, midwives, masseurs, radiographers, 
dispensing opticians, and medical electricians. The con- 
ditions of employment are, first, that all persons so em- 
ployed shall have been properly trained and found capable 
of giving the required treatment; and secondly, that no 
treatment shall be undertaken by such auxiliaries except 
on the recommendation of, and under the responsible care 
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of, a qualified medical practitioner. It is necessary that 
the medical profession and the public should know that 
persons to whom important, though auxiliary, methods of 
treatment are entrusted are competent ; and it is equally 
important that it should be clearly understood that no 
person without a complete medical training (however well 
trained he or she may be in the particular service which he 
or she provides) is competent to assess the bearing of the 
special line of treatment on the case as a whole. The 
essential preliminary to any rational form of treatment is 
a thorough examination of the patient by one properly 
and completely trained in medical science. Diagnosis is 
an art sufficiently difficult even to those prepared by this 
training. Half-knowledge is often misleading and some- 
times dangerous. 


39. The State registers of nurses, midwives, and pharma- 
cists and the recently established National Register of 
Medical Auxiliaries provide the necessary machinery for 
making available to the medical profession the services 
of those who are satisfactorily trained in a branch of 
medical auxiliary work. 


40. The several parts of the complete medical service 
should be closely co-ordinated and developed by the applica- 
tion of a planned national health policy. 

Two of the more important criticisms which are directed 
at modern health services are, first, that, with certain 
striking exceptions, there is little evidence of co-operation 
between the various health agencies, and secondly, that 
their development has been piecemeal, sporadic, and frag- 
mentary. In many areas local authorities have developed 
their services without adequate regard for those provided 
by private practice and without even discussing their 
problems of medical interest and importance with those 
well qualified to advise them. The meagre consultation 
enjoined upon local authorities by the Local Government 
Act, 1929, has been the limit of co-operation which many 
county and county borough councils have reached. The 
domiciliary public assistance medical services of local 
authorities have been allowed, for the most part, to remain 
separate and distinct from normal general practice, and to 
deny to one section of the community what the State in 
another national service demands, the right of free choice 
of doctor. In few areas do there exist what were described 
in Circular 1000 of the Ministry of Health, issued in 1930, 
as “wider arrangements for the fullest consultation 
between the local authority and the medical profession.” 


41. An immediate remedy is the development of ade- 
quate consultative and advisory machinery and, in par- 
ticular, of machinery to ensure consultation between local 
authorities and the practising profession of their areas. 
A permanent solution, however, can be reached only by 
making complete the medical provision available to the 
people, by including in the arrangements statutory pro- 
vision for consultation between the administrative 
authority and the medical profession, and by basing sub- 
sequent developments upon a systematic and co-ordinated 
plan. 

Ill. THE PLAN 


42. If the foregoing principles of a general medical 
service be accepted, as, in fact, they have been by such 
authoritative bodies as the Royal Commission on National 
Health Insurance, the Departmental Committee on Scottish 
Health Services, and Political and Economic Planning 
(P E P), as well as by the British Medical Association, the 
necessary practical steps to implement these principles 
should now be considered. 


(a) General Practitioner Services 


43. All the bodies named in the preceding paragraph 
recommend the extension of the existing national health 
insurance service. Despite its defects, this service has been 
an undoubted success. An extract from the Report of the 
Chief Medical Officer of the Ministry of Health for 1933 
expresses the generally accepted view of the existing 
service: 
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“ The importance of the service to the national endeavour 
towards raising the level of the health of the people as a 
whole and increasing the value of the life and capacity of 
each citizen can scarcely be over-estimated. The medical 
practitioners who provide the service, by virtue of their 
opportunities for the early detection of disease in the 
individual, form the first line of defence against communal 
disease: and they provide also in most cases the best 
instrument for the prompt application to individuals of 
those preventive measures and improved methods of treat- 
ment which science puts at our disposal. 

“The year 1933 saw the ‘coming of age’ of the service, 
and on appropriate occasions during the year much was 
said in celebration of the event by public men who had been 
or were concerned with the origin of its scheme in its 
various aspects. These utterances showed remarkable 
unanimity in their praise of what the service has accom- 
plished. No one suggested that the scheme was or Is 
immune from criticism, or incapable of improvement. No 
human scheme is, and nowhere is the need for the applica- 
tion of every energy towards steady improvement recognized 
more clearly than among those directly concerned in 
administering and working the scheme. But no public 
speaker proposed that insurance should be stopped or 
curtailed, and no one had the least doubt that the medical 
service given to the insured population to-day is not only 
vastly superior to the service given to the same class of 
people before the introduction of national health insurance, 
but that the improvement since its inception has been steady 
and continuous.” 


44. Although different views have been expressed as to 
the best method of financing an extended service—and it 
is not within the province of the medical profession to 
express a view on this subject—it is widely accepted that, 
for a number of reasons, the most practicable and desir- 
able method of providing the complete general practitioner 
medical service is by the extension and amplification of 
the type of medical service now given under the National 
Health Insurance Acts. 


45. The views of a departmental committee, of an inde- 
pendent body, and of the medical profession agree. 


The Departmental Committee on Scottish Health 
Services (1936): 


“ The statutory provision for general medical attendance 
should be extended to include dependants of insured persons 
and, so far as practicable, others in similar economic 
circumstances, and all statutory provision for general 
medical attendance should be co-ordinated.” 


PE P (1937): 


“We consider that the making universal of general 
practitioner services is one of the most urgent conditions 
of an adequate national health policy. and the most prac- 
ticable way of securing this object is by a reform and 
extension of national health insurance.” 


The British Medical Association (1929): 
“That medical benefits of the present National Health 
Insurance Acts should be extended so as to include the 


dependants of all persons insured thereunder and entitled to 
medica! benefit.” 


46. The Availability of the Service-—Although the 
dependants of persons at present insured constitute the 
great majority of those in the same economic class not 
covered by the existing service, there remain a consider- 
able number of persons not included in the group. 
Included in this number are persons over 70 in receipt 
of non-contributory pensions, those in independent busi- . 
ness, and those in uninsurable occupations with incomes 
below a certain limit, together with their dependants, and 
the dependants of those in the Defence Services who at 
present receive only maternity benefit. It would be desir- 
able to include these groups in any extended service in 
order that it may be available to everyone in the economic 
group within the £250 income limit. The problem of the 
inclusion of those in independent business in a scheme on 
the lines of the existing one—that is, in a scheme of com- 
pulsory insurance to which payments are made by the 
insured person, the employer, and the State—although a 
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difficult one, should be soluble on the basis of contributions 
as from the insured person and the State. The remainder 
of this group at present depends largely on the public 
assistance medical service for its domiciliary medical 
care. 


47. It is clearly undesirable that the method of medical 
provision in the case of the poorest section of the popu ~ 
lation should differ from that enjoyed by the community 
generally. Free choice of doctor should not be denied on 
purely social grounds. In a number of areas public 
assistance domiciliary services have been reorganized 
within the framework of the existing law so as to secure 
free choice of doctor and the employment of all available 
general practitioners in place of the selected part-time or 
whole-time district medical officer. New legislation is 
required, however, to put this service on a proper basis. 


48. When legislation is introduced to extend national 
health insurance, it should at the same time be made 
possible to bring to an end this anomalous situation. The 
methed of doing this must depend on the method of 
financing the extended scheme as well as on the system 
of administrative control adopted. If. for example, the 
local authority becomes the iocal administrative authority 
for all health services and the contributory basis is 
retained, the transfer of money from central or local 
funds to those of the extended service, in respect of 
persons from whom no contributions are received, would 
appear to be the basis of the practicable solution and to 
present little difficulty. 


49. Doctor and Patient---lt is appropriate to refer here 
to certain general features of medical service to which 
the medical profession, in the interests of the public, 
attaches great importance. The success of the present 
national health insurance service is due, in no small 
measure, to the general acceptance of the principles: 


(a) That the interposition of any third party between the 
doctor and the patient should be as limited as possible. 

(6) That, as far as is possible, responsibility should be 
placed on the medical profession itself for the control of 
the purely professional side of the service, for the main- 
tenance of the highest possible quality of service, and for 
the discipline of practitioners taking part. 

(c) That the organized medical profession should be freely 
consulted on all professional matters by those responsible 
for the administrative and financial control of the service. 


50. In the first piace, the relations between doctor and 
patient are so intimate that both doctor and patient 
rightly resent any outside interference. Such interference 
is bad for the doctor and worse for the patient. It is 
bad for the doctor because his whole training and the 
traditions of his profession tend to foster the idea of 
personal responsibility, and this can be undermined only 
at the risk of rendering the doctor less efficient. It is 
worse for the patient, because, ex Aypothesi, he or she 
is a sick person whose cure depends very largely on 
complete confidence in the doctor, and this confidence 
is built up to a great extent on psychological factors which 
are disturbed by the intrusion of outside agencies. The 
poorer sections of the community should have the same 
consideration in this matter as is demanded as a matter 
of course by the more wealthy sections of the community. 
The patient should be able to feel that the doctor is his 
doctor, acting whole-heartedly and independently on his 
behalf, and without other relationships which tend to 
become paramount. 


51. The experience gained from the national health 
insurance system has shown that the interests of the 
public are best served in any organized medical service 
by putting as much responsibility as possible on the 
doctors giving the service--responsibility, that is, for the 
quality of the service and for its smooth working. There 
are no severer critics of delinquent doctors than their 
own colleagues invested with the control of purely pro- 
fessional affairs. And there is no surer way of securing 
an efficient service than to enlist the active interest of 
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those whose reputation as a profession is involved in the 
manner in which they exercise collective responsibility 
entrusted to them. 


(b) Other Non-institutional Services 


52. The Content of the Service-—Under the existing 
scheme all insured persons enjoy, as a statutory medical 
benefit, a general practitioner service and a cash benefit in 
respect of maternity ; many, but not all, insured persons 
enjoy, as additional treatment benefits, financial payments 
in respect of dental and ophthalmic treatment, convalescent 
home treatment, medical and surgical appliances, and, to 
a much smaller extent. hospital accommodation and 
certain other benefits. The additional treatment benefits 
vary with each approved society (there are over 6,000 
societies), and, where they are available, they are paid 
within the limits of the sum of money allocated for the 
purpose for the year in question. In the case of dental 
benefit approximately two-thirds of the present insured 
population belong to societies giving, under certain con- 
ditions, dental benefit, and in most cases members find 
half the cost themselves. Rather less than two-thirds of 
the insured population belong to societies giving oph- 
thalmic benefit; in many cases this amounts only to a 
proportion of the cost of treatment or of spectacles. 

53. In the view of the medical profession full dental 
and ophthalmic services should, in the interests of 
national health, be available in the extended service as 
statutory medical benefits to which all are entitled and 
which are administered together with other statutory 
medical benefits. In a national health service there should 
be made available the services of consultants and 
specialists in all branches of medicine, and facilities for 
radiological and pathological examinations. 

54. Specialist services in tuberculosis, venereal disease, 
infectious disease and, in a number of areas, in obstetrics 
and in pathology (the last service varying from one 
limited to the examination of swabs and sputa to a fairly 
full service), are already provided by local authorities. 
The services in tuberculosis, venereal disease, and infec- 
tious disease have proved highly satisfactory, and for a 
number of reasons it is desirable that they should con- 
tinue in their existing form as special services co-ordin- 
ated with, but not necessarily merged into, the main con- 
sultative arrangements. The obstetric service is dealt 
with -in the sections relating to a national maternity 
service ; its relationship to the general consulting service 
would depend on that between the maternity service and 
the extended insurance service. 

55. It is proposed that the consultant and specialist 
service should be comprehensive and include all neces- 
sary facilities in medicine, surgery, obstetrics, and their 
special branches, as well as pathological and radiological 
services. It is suggested that the consultant and specialist 
service to be available should be defined as such exam- 
ination as can be given at a single consultation, together 
with a report, where necessary, for the information of the 
attending practitioner. The service should be identical 
with that now available to private patients, and would 
be rendered, as a rule, in the consulting-room of the con- 
sultant or in the home of the patient. Although the 
approach of the patient to the general practitioner should 
be direct and free. it is essential, in the interest of the 
patient, that consultant and specialist services should be 
available only on the recommendation of the family 
doctor. 

56. Personnel.—It would be necessary to establish lists 
of consultants and specialists who satisfy a certain 
standard of eligibility and who desire to render service 
under the scheme. There exists in the regulations of the 
existing insurance service a set of criteria which are 
admirably suited for the purpose. Before becoming 
eligible for inclusion on the lists the practitioner should 
satisfy a representative committee of medical practitioners 


that: 
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(a) He has held hospital or other appointments affording 
special opportunities for acquiring special skill and experi- 
ence of the kind required for the performance of the service 
rendered, and has had actual recent practice in performing 
the service rendered or services of a similar character ; or 

(b) He has had special academic or postgraduate study 
of a subject which comprises the service rendered, and 
has had actual recent practice as aforesaid ; or 

(c) That he is generally recognized by other practitioners 
in the area as having special proficiency and experience 
in a subject which comprises the service rendered. 


57. All practitioners satisfying one or more of the 
criteria (a), (6), and (c) should be eligible to have their 
names included in the lists. In the published lists the 
names should be divided into two classes: (1) those prac- 
tising exclusively as consultants or specialists ; (2) those 
not practising exclusively as consultants or specialists. 


58. Administration—The consultant service should be 
administered by the statutory bodies responsible for the 
service as a whole. It is suggested that representative 
local medical bodies should be appointed to examine and 
report on the qualifications and experience of applicants 
for inclusion in the list, by reference to the criteria, and 
that a central professional body should be established for 
the consideration of appeals. 


59. When a general practitioner decides that a con- 
sultation is desirable he himself should make the necessary 
arrangements direct with the consultant. If he is unable 
to be present at the consultation he should furnish a 
written report to the consultant, who, after the consulta- 
tion, should report to the general practitioner. If the con- 
sultation takes place at the patient’s house the attending 
general practitioner would normally be present. 


(c) Institutional Services 


60. As a result of the interplay of many factors—social, 
scientific, and legislative—the hospital situation in_ this 
country has become exceedingly complicated. The volun- 
tary hospital, which at one time was primarily the place 
in which the poor could obtain the treatment they needed. 
is to-day serving a class which constitutes four-fifths of 
the community, Formerly it provided a complete medical 
service for the poor: now it offers a specialized service 
to the great majority of the population, comprising not 
only the poor Lut those who can and do pay, in part or 
in whole, for the service they receive. Although the 
income from charitable sources is still considerable, the 
payments to voluntary hospitals by or on behalf of 
patients treated, made directly or by contributory schemes 
or local authorities, have in recent years risen greatly, 
and in 1935 they constituted nearly 40 per cent. of the 
total income in London and nearly 60 per cent. in the 
provinces. No fewer than ten million persons are covered 
by existing contributory schemes. 


61. Until 1930 the voluntary hospital was the main 
agency providing an institutional service of a specialist 
character. As a result of the Local Government Act, 
1929, it has now been joined in this field by county and 
county borough councils. Under the Poor Law _ there 
had in 100 years grown up a system of institutional pro- 
vision which had a bed capacity approximately twice that 
of the voluntary hospital. This provision, however, was 
available not to the community generally but only to those 
who could satisfy the criterion of destitution ; in fact, it 
was used largely for the chronic sick. The Local Govern- 
ment Act of 1929 transferred these institutions to the 
administrative control of county councils and county 
borough councils, giving them at the same time power to 
remove these institutions from their Poor Law associations. 
In the large towns local authorities have not been slow to 
exercise these powers, while in the counties there are 
signs of greater activity in this direction. There has thus 
appeared a new and powerful agency in the sphere of 
hospital activity. 
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62. The local authorities which have used their powers 
are, in many cases, planning and rebuilding, re-equipping, 
and restafling many of these transferred hospitals in an 
endeavour to bring them up to, or even beyond, the 
standard of the voluntary hospital. The hospitals thus 
transferred and administered under Public Health Acts 
iin Scotland under the Local Government (Scotland) Act, 
1929) will be open not only to the poor but to all the 
inhabitants of the area. Under Section 16 of the Local 
Government Act local authorities are required, subject to 
the patient's capacity to pay, to charge the whole or part 
of the cost of maintenance and treatment; in Scotland, 
under Section 28 of the Local Government (Scotland) Act, 
1929, local authorities are empowered to make this charge. 
Local authorities in both countries are, however, em- 
powered to accept payment from contributory scheme 
funds in lieu of direct payment by the patient. 


63. Hospital provision should be included in a com- 
prehensive national medical service. Practical considera- 
tions have led the Association to share the opinion 
expressed by the Royal Commission on National Health 
Insurance of 1926 and by the Departmental Committee 
on Scottish Health Services, 1936, that the inclusion of 
hospital provision in an insurance service is not possible. 
Among these considerations are the coexistence of two 
hospital systems as yet not fully correlated ; the special 
characters, historical, administrative, and scientific, of the 
voluntary hospital system; the inadequacy of hospital 
accommodation ; and the existence of a large contributory 
scheme movement at present making payments to hospitals 
in respect of ten million people. It is, however, of first 
importance that the hospitals of the country, both volun- 
tary and municipal, should work as one service, that 
voluntary and statutory authorities should devise efficient 
machinery for co-operation with each other and with non- 
institutional health services, and that the available hospital 
accommodation should be adequate. Some of the prob- 
lems of hospital co-operation, accommodation, staffing, 
and administration are dealt with in Sections 1V (b) and 
V of this report. 


1V. SOME SPECIAL PROBLEMS 
(a) A National Maternity Service 


64. The problems of maternity and in particular maternal 
mortality have received a great deal of public and profes- 
sional attention in recent years. The reports of the 
Departmental Committee on Maternal Mortality and 
Morbidity, of the Scientific Advisory Committee of the 
Department of Health for Scotland, of the Departmental 
Committee on Scottish Health Services, and of the British 
Medical Asseciation, and the report of an investigation 
into maternal mortality, issued by the Ministry of Health 
in 1937, are among the more important contributions. 


6S. Local authorities with welfare functions have, in 
their own areas, exercised the powers delegated to them 
under the Maternity and Child Welfare Act, 1918, par- 
ticularly in establishing ante-natal clinics and in providing 
institutional accommodation for maternity cases, with the 
result that almost one-half of the pregnant women of the 
country attend ante-natal clinics and almost one-quarter 
are confined in institutions. The General Medical Council 
has improved the training of medical students in obstetrics 
in consequence of the recommendations of the Depart- 
mental Committee on Maternal Mortality and Morbidity. 
By the Midwives Act, 1936, local authorities have been 
given the duty of establishing or securing the establish- 
ment of services of whole-time salaried midwives. 
Further, there have been established by local authorities 
lists of medical practitioners specially interested in 
obstetrics who will be available to afford medical aid to 
midwives in emergency. 


_ 66, Nevertheless, there has been no substantial change 
in the rate of maternal mortality and little progress 
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towards the establishment of a complete maternity service. 
The main defect has been that, while each development 
deals with some aspect or phase of the problem, there 
has been no concerted effort to deal with the problem as 
a whole. In the view of the Association, what is needed in 
the interest of the mother is the establishment of a national 
maternity service based upon the principle of continuity 
of medical and nursing care throughout pregnancy, labour, 
and the puerperium. The present system, under which it 
is frequently the case that a woman receives her ante- 
natal care at the hands of one practitioner, is confined by 
a midwife, and, in the event of an emergency arising, is 
then attended by a practitioner who is without previous 
personal knowledge of the woman's pregnancy, should be 
replaced by one in which every woman is, throughout 
pregnancy, labour, and puerperium, under the care of 
her doctor and midwife, aided when necessary by a 
specialist and institutional service. 


67. The Departmental Committee on Scottish Health 
Services reports as follows: 


1. The problem of maternal welfare calls for the pro- 
vision of a comprehensive maternity service with the object 
of preserving the lives of parturient women, avoiding in- 
validism among mothers, and preventing the present wastage 
of infant life. 

2. The maternity service should be based on the doctor 
and midwife acting in concert, supplemented by consultants 
and institutional facilities. 

3. The need for continuous medical supervision by a 
general practitioner would be met by an arrangement linked 
up with our proposals for extension of general practitioner 
services. It should be part of the arrangements with the 
general practitioner under the maternity service that he 
should provide continuous ante-natal supervision and should 
be available for consultation at every stage of labour and 
the puerperium, and should report on the case to the local 
authority, the report to include the results of post-natal 
examination. 


68. The Association agrees with the recommendations 
of the Departmental Committee on Scottish Health 
Services that the continuous medical care should be pro- 
vided by the general practitioner. The birth of a child 
is not a mere mechanical event unrelated to the life- 
history of the mother, and the incident of pregnancy 
should not be the signal for the transference of a woman 
from the care of her general practitioner to that of 
another practitioner. An illness occurring before a con- 
finement may have an important bearing on it, while 
subsequent and related disorders may in turn affect the 
general health of the mother. 


69. There has been in recent years a considerable in- 
crease in the number of women seeking to be confined 
in institutions. This is sometimes used as an argument 
in favour of divorcing the general practitioner from mid- 
wifery and replacing him by an obstetric specialist. The 
removal of midwifery from the normal sphere of activities 
of the general practitioner is likely to damage the interests 
of the patient and to affect adversely the efficiency of 
the practitioner. Further, the experience in those urban 
areas in which the institutionalization of maternity has 
grown up does not justify its extension. In such towns 
there has been no corresponding decline in maternal mor- 
tality; indeed there is evidence that institutional con- 
finement carries with it a greater danger of infection than 
domiciliary confinement. Taking the country as a whole, 
the general practitioner still bears a heavy responsibility 
for midwifery in that he is called in, or remains liable to 
be called in, to over 400,000 births a year. The serious 
defect of the present situation is that he is often called 
in for the first time when something has gone wrong. 


70. Many of the adverse circumstances in this sphere 
of practice are not inherent, but can be mitigated or 
eradicated. Were general practitioners to be made re- 
sponsible for the ante-natal care of midwives’ cases they 
would be able during pregnancy to instil confidence into 
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the minds of these women, which would render them more 
prone to follow the doctor's advice should the labour 
prove to be prolonged or otherwise abnormal. Were a 
competent midwife present in every doctor’s case he 
would be saved much anxiety and many unnecessary and 
tiring calls. Were he able to remove a patient to hospital 
and continue in attendance, if necessary with the co- 
operation of the specialist, he would be enabled to under- 
take certain operations in more suitable surroundings, and 
the patient would be less likely to object to removal. 
These few examples show how materially the clinical 
work of general practitioners in conducting domiciliary 
midwifery can be bettered. There are also opportunities 
by means of improved midwives’ service, and by the 
provision of “home helps,” etc., to ameliorate the home 
conditions and so retard, if not reverse, the quite recent 
tendency of women to seek admission to hospital for 
their confinements for purely social reasons or merely 
because of financial inducement. 


71. The Association accordingly has come to the con- 
clusion that continuity of medical care should be secured 
by the provision in any national maternity service of a 
general practitioner and a certified midwife for every 
maternity case. If the training of the medical practitioner 
in this branch of practice can be shown to be still de- 
fective the remedy lies in its reOrganization and improve- 
ment. All available evidence suggests that the institution 
is not safer than the home, and, in the view of the 
Association, the remedy for the existing situation lies, 
not in a more complete separation of the general practi- 
tioner from midwifery, but in a full recognition of his 
position as the person responsible for the continuous care 
of the mother. General practitioners should be sufficiently 
equipped to know how to deal with obstetric emergencies, 
and this can only be achieved if they remain in effective 
and practical touch with midwifery ; this means that steps 
should be taken to increase the number of maternity cases 
which the general practitioner will attend rather than to 
encourage the present tendency to diminish it. 


72. An efficient maternity service should include: 


(1) Ante-natal care by, or under the responsibility of, a 
medical practitioner chosen by the patient throughout preg- 
nancy in every case ; 

(2) Attendance in every case by a certified midwife during 
the ante-natal period, labour, and the puerperal period ; 

(3) Attendance by the practitioner chosen by the patient 
during pregnancy, labour, and the puerperal period, when 
as a result of his ante-natal examination the practitioner 
has deciared his personal attendance to be necessary, or when 
his attendance is requested by ihe midwife ; 

(4) The provision in every case of at least one post-natal 
consultation between the patient and the practitioner (in- 
cluding, if necessary, examination) ; 

(5) The services when necessary of a second practitioner 
—for example, to administer anaesthetic ; 

(6) The services of a consultant when considered necessary 
by the practitioner ; 

(7) The provision of laboratory services ; 

(8) The provision of beds for such cases as in the opinion 
of the practitioner require institutional treatment, treatment 
in the institution being as far as possible continued by the 
same practitioner ; 

(9) Supply of sterilized obstetric dressings in every case ; 


(10) Provision of ambulance facilities for patients requiring 
to be removed to institutions ; 

(11) The provision of “home helps *—that is, women 
trained in domestic work—who would relieve the mother of 
the worries of domestic management during the lying-in 
period. 

73. The Maternity Services (Scotland) Act, 1937, pro- 
vides an example of legislative provision for a maternity 
service of a national character. A national scheme based 


on the principles adumbrated in earlier paragraphs is 
urgently necessary in England, Wales, and Northern 
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Ireland. Its establishment need not await the other health 
service developments which are here recommended, but 
can be proceeded with immediately. When the fuller service 
is provided under a unified administration it will not be 
difficult to link up the national maternity service with the 
general medical service. 


74. It is urged that in the meantime any development 
which takes place under the existing law should be based 
on the provision for every mother, in her home, of a 
general practitioner, a midwife, and, where necessary, a 
consultant, her care during pregnancy, labour, and the 
puerperium being under the continuous supervision of her 
general practitioner. The recent step of the preparation 
by local supervisory authorities of lists of practitioners 
to be available to afford medical aid to midwives when 
necessary provides a basis for the construction of local 
schemes, in which the ante-natal and post-natal care is 
conducted by the general practitioner, who is to remain 
liable to be called in at the actual confinement. A number 
of such schemes are working satisfactorily in both urban 
and rural areas. But such local and unrelated develop- 
ments should not delay the establishment of a full mater- 
nity service on a national basis. 


(b) Hospital Problems 


75. Now that there exist two types of hospital in which 
provision is made for the treatment and nursing of the 
sick, questions of co-operation and co-ordination are of 
exceptional importance. The closest co-operation is essen- 
tial in order that there shall be no unnecessary duplication 
of accommodation or wasteful competition between indi- 
vidual hospitals, voluntary or municipal, or between the 
two hospital systems. It should be secured that any 
development of additional accommodation should be 
related to existing hospital accommodation, whatever the 
agency providing it. There are three aspects of the prob- 
lem of co-operation—that relating to co-operation between 
voluntary hospitals and local authority hospitals, that 
relating to co-operation between the voluntary hospitals 
themselves, and that relating to co-operation between con- 
tiguous local authorities managing hospitals. 

76. For many years the Association has envisaged the 
evolution of a hospital system on a regional basis. In 
each region all the hospitals would be grouped around 
a central or base hospital, which would be one of the 
larger voluntary or council hospitals, either associated 
with a medical school or possessing outstanding advantages 
in regard to staff and equipment for undertaking the 
more specialized methods of treatment. Around such a 
base hospital or hospitals would be grouped all other 
hospitals in the area. These, which would include both 
special and cottage hospitals, would provide such services 
as were within their competence, patients being passed 
on where necessary to the central or base hospital. 


77. The services of such a region or area would be 
developed as an integrated whole, and a patient would 
be directed to one or other of the institutions according 
to the conditions from which he suffers and not because 
of individual prejudice or preference. It is probable that 
such a development would render necessary the absorption 
of some hospitals, particularily special hospitals, and the 
establishment of others in order that the regional institu- 
tional service may be economical and efficient as well as 
complete. 


78. Such an ideal will remain unattainable until more 
authoritative and comprehensive machinery of co-opera- 
tion and consultation has been created. All too often 
voluntary hospitals have grown up in isolation without 
contact or co-operation with neighbouring institutions of 
the same kind. In order to remedy this situation the 
Voluntary Hospitals Commission recommended in 1937 
the division of the country into hospital regions and the 
establishment of a regional council in each region, repre- 
sentative of the voluntary hospitals of the area, and a 
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central anh representative of the voluntary hospitals 
of the country. The Commission suggests that while the 
central council would secure that no overlapping occurred 
between regional areas, the regional councils would, 
through a regional office, be responsible for the distribu- 
tion of patients, the keeping of patients’ records, the 
arrangement for the transfer of patients to and from 
hospitals, and the control of ambulance and other 
auxiliary services. It is hoped, further, that the organ- 
ization of joint purchasing schemes, the giving of advice 
on new buildings and extensions, and the establishment 
of local funds on the lines of the King Edward’s Fund 
for London would be amongst its duties. Such regional 
organizations linked by a central body would effect a 
substantial improvement in the present situation. 


79. Although the Commission made the suggestion that 
representatives of local authorities should be invited to 
serve on regional councils, it is not to be expected that 
the adoption of the Commission’s proposals on this sub- 
ject would of itself result in the establishment of the 
necessary machinery for the other and extremely impor- 
tant form of co-operation, that between the local authority 
and the voluntary hospital authorities in its area. 
Between these agencies something more than the co- 
operation imposed by Section 13 of the Local Govern- 
ment Act, 1929, is required. A local authority can dis- 
charge its legal obligations under this section by consult- 
ing the voluntary hospital committee on the restricted 
subject of accommodation, and a voluntary hospital can 
be established or extended regardless of the statutory 
provision of the area. In some areas, where Section 13 
committees have been set up, the consultation has been 
either rigid, limited and official, or completely absent. 
Co-operation is vital, but it would be unwise to rely 
merely on legal obligations. 


80. What is wanted is the degree of consultation 
referred to by the Minister of Health in 1930: 


“It is the confident hope and expectation of the Minister 
that as procedure under Section 13 becomes established and 
regular, it may lead to wider arrangements for the fullest 
consultation between the local authority and the medical 
profession, not merely in regard to institutional accommo- 
dation and its use, but also in regard to those numerous 
developments in the health provision of the people which 
are implicit in the new organization laid down by the Act.” 


81. In those consultations all interests should be con- 
sidered, including those of the general practitioner. In 
some areas local authorities will prefer to make sub- 
stantial contributions to voluntary hospitals for the per- 
formance of certain work. In others they will prefer to 
make their provision direct. But in every case the needs 
of the area should be studied. No spirit of wasteful 
competition should appear between agencies concerned 
with one purpose—the provision of the necessary hospital 
accommodation for the area. 


82. In some areas there are signs of a close and con- 
tinuous co-operation. In others the fact that the bound- 
aries of the natural hospital area are not coterminous with 
those of the local authority has militated against the 
establishment of an effective machinery of co-operation. 
While the rearrangement of local government boundaries 
to meet the situation is, for a number of reasons, hardly 
practicable, the creation of larger units of public health | 
administration, by the removal of such functions from’ 
local authorities below a certain size, would make it 
possible to treat hospital services as well as the related 
medical services on a wider basis as regional problems. 
This subject is dealt with more fully in the section 
devoted to Administration (paras. 109-122). Until some 
such steps are taken, the problem of co-ordination 
between the two hospital agencies will prove difficult 
to solve. 


83. Contributory schemes have aided to a remarkable 
extent the finances of voluntary hospitals, and it is 


possible to make arrangements whereby contributors are 
admitted to local authority -as well as to voluntary hos- 
pitals, and payments from contributory schemes accepted 
by local authorities in lieu of direct assessment. Bearing 
in mind that the local authority must charge (and in 
Scotland may charge), it is clear that this provision not 
only makes financial co-operation between the local 
authority, the voluntary hospital, and the contributory 
scheme desirable, but emphasizes the need for separating 
contributory schemes from particular voluntary hospitals, 
and giving them reference to groups of hospitals over a 
wide area. 


84. The Staffing of Hospitals—Certain general prin- 
ciples underlie the Association’s policy in this matter, 
When a hospital is devoting itself entirely to consultant 
and specialist work, only those practitioners who are 
equipped with the necessary knowledge and experience 
should undertake the responsibility for the medical work, 
On the other hand, where the conditions for which pro- 
vision is made include those falling within the sphere and 
competence of the general practitioner, it is highly desir- 
able that he should be freely admitted for the treatment 
of patients suffering from these conditions. In practice, 
the larger hospital devoting itself to specialist work is 
staffed by selected medical practitioners, while the smaller 
hospital to which the latter type of case is admitted 
is staffed on an unrestricted basis by general practitioners, 
Both kinds of hospital accommodation are necessary. 
There is, however, a growing need for a more extensive 
provision of a type of hospital or accommodation in 
which the general practitioner can treat cases falling 
within his sphere of competence. It commonly happens 
to-day that, for a social reason such as unsatisfactory 
home surroundings, a patient is admitted to hospital for 
a condition which in a more fortunately circumstanced 
patient would be treated at home by the patient’s own 
doctor. It is contrary to the interest of the patient and 
damaging to the efficiency of general practice if social 
conditions lead to a discontinuity of medical treatment. 

85. The importance to a general practitioner, and to 
the efficiency of his service to the community, of an asso- 
ciation with hospital is difficult to exaggerate. The con- 
tacts it affords with fellow practitioners and the team 
work it involves stimulate him to a higher standard of 
efficiency, with consequent benefit to the community. 


86. Further, in the case of those patients who are 
rightly transferred to the general wards of a hospital for 
specialist treatment unobtainable from the general prac- 
titioner, the transfer to hospital is often marked by an 
unnecessarily complete break between the patient and 
his family doctor. A much closer co-operation should 
be secured by more effective methods of communication 
and exchange of information between the hospital and 
the general practitioner. 


87. Hospitals should, as a general rule, be stafied on a 
part-time basis—that is, by a visiting medical staff of 
practitioners who are also engaged in private practice. 
In this way the hospital benefits by the wider experience 
gained in hospital and private practice by members of its 
staff, and the general public, whether it seeks its con- 
sultant and specialist service at hospital or privately, can 
avail itself of the best service in the area. 

88. Payment of Hospital Staffs—Consideration of the 
change in clientele and of the change in the law leads 
inevitably to certain conclusions. The strictly charitable 
basis of the voluntary hospital now exists only to the 
extent that some of the poor are still treated gratuitously ; 
the majority of persons obtaining treatment are those who 
can pay, desire to pay, and do in fact pay, directly or 
indirectly, towards their maintenance and _ treatment. 
Although the medical profession will gladly give, as 
always, its services gratuitously to those who cannot afford 
to pay for them, it is inequitable to require it to give its 
services without remuneration in voluntary hospitals which 
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treat persons able to pay and which, in practice, collect 
payments from a large number of their patients. The 
field of private practice has inevitably contracted, with 
the result that consultants, and in particular the younger 
consultants, are finding it increasingly difficult to secure 
and maintain a standard of living which represents a 
reasonable reward for their services and which enables 
them to maintain the highest possible standard of pro- 
fessional efficiency. In the view of the Association there 
should be remuneration of the medical staff in respect of 
all medical services in hospital for which payment is made, 
directly or indirectly, by contributory scheme, by local 
authority, by employer, by patient, or by massed con- 
tribution. In an area where the powers conferred under 
the Local Government Act are being properly utilized, 
the voluntary hospital and the county or county borough 
authority are serving the same section of the community, 
and the principle of remuneration for services rendered 
should be adopted in both kinds of hospital. 


89. The Committee of the British Hospitals Association 
and the British Medical Association, under the chairman- 
ship of Lord Linlithgow, set up to examine this subject 
reported unanimously in the following terms in 1932: 


“ That the time has come to recognize the claim of the 
Visiting medical staffs to some share in the moneys raised 
for the treatment of patients in hospitals other than those 
provided by voluntary subscription or donation for the 
treatment of free patients.” 


90. In 1937 the Voluntary Hospitals Commission 
approved, with certain qualifications, the payment of 
visiting medical staffs, and in referring to the financial 
problems raised concluded: 


“ The financial effects of such payment would, of course. 
be considerable, and many cases create difficulties insuper- 
able at the moment: but if the principle is, as we believe, 
right, and payment justly due, these difficulties should be 
faced and in time overcome.” 


91. The Out-patient Department.—The problem of the 
out-patient has assumed considerable dimensions in recent 
years. The growth of the contributory scheme has in a 
large measure been responsible for an increase in the 
misuse of out-patient departments. Although the majority 
of contributory schemes in this country are properly run, 
and although their literature generally makes it clear that 
a person is entitled to out-patient benefit only when, in 
the view of the medical staff of the hospital and the 
patient’s doctor, his condition demands it, the public has 
been slow to realize that the out-patient department should 
be complementary to, and not a substitute for, the medical 
care obtainable from private practitioners and certain 
non-institutional medical agencies. 

92. The responsibility for the examination and treat- 
ment at the out-patient department of persons who could 
obtain what they require from their own practitioners or 
from a consultant in his private capacity rests mainly 
with the hospital authorities. The desire to maintain or 
to increase the statistics for out-patient attendances and 
so to intensify their appeal to the public for financial 
support plays in some instances a significant part in 
determining the policy of hospital authorities. Not only 
does the abuse of out-patient departments constitute an 
encroachment upon the sphere of the private practitioner, 
but it damages the efficiency of the hospital itself and 
the machinery of its out-patient department by the reten- 
tion of persons who never needed hospital attention or 
whose condition has reached a stage when they could 
properly be transferred to other agencies. In the view 
of the Association the one way of dealing with this 
problem is to insist that except in emergency all patients 
should, upon presenting themselves at hospital, produce 
an introductory letter their own practitioner. 


Practitioners should help hospitals by sending to hospital 
only those patients who need the specialized service avail- 
able there and who cannot afford to obtain it privately. 
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93. The Voluntary Hespitals Commission reported on 
this subject that they agreed that “the chief use of out- 
patient departments should be for the classes of case 
stated by the British Medical Association and that hos- 
pitals should be encouraged to develop them along these 
restricted lines.” These classes are: (1) casualty cases 
(mainly accidents and sudden emergencies); (2) cases 
bringing a recommendation and letter from a medical 
practitioner for the purpose of consultative opinion ; 
(3) cases which as a result of such consultation are found 
to require special treatment which can be given con- 
veniently only at the hospital; (4) discharged in-patients 
who for a further period require special supervision and 
treatment. 


94. The Pay-bed.—It is recognized that the person 
commonly described as belonging to the middle classes is 
often unprovided for in regard to institutional provision. 
His income, while it is above that usually accepted for 
hospital purposes, with the result that he cannot properly 
be treated in the public wards of a hospital, is insufficient 
to allow him to avail himself of the facilities of the 
nursing home when in need of institutional treatment. 
The medical profession welcomes the development of pay- 
beds in association with hospitals at fees within the 
capacity of the middle-class person to pay. To deal with 
the purely professional aspect of this problem the Asso- 
ciation has taken a number of steps, including the en- 
couragement of provident associations. These associations 
enable the subscriber to insure against the possible con- 
tingency of a form of illness which will require specialist 
attention in an institution. Although these schemes should 
be run on a sound actuarial basis and independently of 
any particular institution, they will have the effect of 
attracting subscribers to moderately priced pay-beds, pro- 
viding within reasonable limitations for the cost of institu- 
tional accommodation and consultant and specialist 
services. Pay-beds should be available also to the 
wealthier classes, the institutional and professional charges 
varying with the economic standing of the patient. 


(c) The Domiciliary Public Assistance Medical Service 


95. As is made clear in paragraphs 45 and 46, the 
Association deprecates the separation of the domiciliary 
public assistance medical service from the general domi- 
ciliary service for the community and the denial to this 
section of the community of the right of free choice of 
doctor. The Association advocates the absorption of the 
domiciliary public assistance medical service in a general 
medical service for the nation. Pending this absorption, 
the medical service should immediately be reorganized in 
such a way as to remove these fundamental objections. 


96. The arguments which have led the Association to 
advocate this immediate change are briefly as follows: 


(a) The Local Government Act of 1929 placed in the 
hands of local authorities an instrument by which institu- 
tional Poor Law medical services could be divorced from 
the associations of the Poor Law, and henceforth pro- 
vided, not for one section of the community on social 
grounds, but for all sections of the community in medical 
need of these services. Although this important piece of 
legislation did not enable public assistance domiciliary 
medical services to escape association with and the stigma 
of the Poor Law, it is possible within the existing law to 
remove to a very great extent this association with the 
Poor Law, which has, by its nature, prejudiced the service 
and caused many persons needing medical attention to 
refrain from seeking it. Under Article 8 of the Public 
Assistance Order, 1930, the Minister of Health can sanction 
the necessary changes in the Order in its application te 
a particular area, 

(hb) Under the system commonly adopted to-day a person 
entitled to medical relief must obtain it not from the doctor 
of his choice bur from a practitioner selected by the local 
authority to deal with this section of the community in a 
particular area. The absence of free choice cannot fail 
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to affect adversely the intimate relationship between doctor 
and patient, which, although difficult to define, is a factor 
of essential importance in the successful treatment of the 
patient. A system that does not provide for free and 
open choice, however excellent it may be from other 
points of view, suffers a serious handicap for which no 
administrative excellence can compensate. 

(c) Continuity of treatment is necessary if medical treat- 
ment is to have its maximum effect. At its worst the 
present system means that a person who experiences pro- 
longed unemployment will at a certain stage pass from the 
care of the practitioner of his choice to that of the 
district medical officer ; on returning to work he will return 
to the practitioner of his choice. 

(d) It is in the interests of the public that the general 
practitioner should maintain a high standard of efficiency. 
General practitioners as a body cannot maintain this 
standard of work, for which they are fully equipped by 
their training, if opportunities for greater experience are 
removed and concentrated in the hands of a selected few. 

(ec) The local authority and general practice are two 
important agencies in securing and maintaining the health 
of the community they serve. There should be co-opera- 
tion and collaboration between them—that is, between the 
public health authority and the general practitioners of the 
area. The existing machinery of private practice should 
be used as far as possible for discharging the functions of 
the local authority in health matters. The “free choice” 
method of providing public assistance domiciliary medical 
services offers an effective means of contact of a kind 
oe to the authority, the profession, and the 
public. 


97. The experience which is being gained in the urban 
and rural areas where the free or open choice method has 
been adopted has shown that this system means a new 
and better atmosphere, medical work more freely accepted 
and well done, and a workable administrative machine. 


(d) Existing Public Health Services 


98. Environmental Services.—The adoption of the Asso- 
ciation’s proposals for a general medical service for the 
nation would in no way diminish the need for the main- 
tenance and development of the environmental and im- 
personal protective services such as those directed to sani- 
tation, pure water and food supply, good housing, and 
the control of infectious disease. In England and Wales 
there are one-third of a million dwellings which, accord- 
ing to official standards, are overcrowded, while in the 
urban areas of Scotland conditions are worse. There are 
over 2,000 different bodies, statutory and non-statutory, 
which are supplying water to the community, and as yet 
few steps have been taken in the direction of planning 
the nation’s water resources. Little has been done to deal 
with the evil of atmospheric pollution by smoke. The 
noise of our towns increases, and there is practically no 
attempt by statutory bodies to abate this evil. Water- 
borne and milk-borne epidemics still occur, and too little 
attention is paid to the safety of such an important food 
as milk. The problems of nutrition and physical educa- 
tion are just beginning to receive the official attention 
which they deserve. 

99. Personal Health Services.—lt is believed that the 
adoption of the proposals set out in this document will 
add greatly to the national health. But they cannot and 
will not yield their greatest value until greater attention 


is paid to the economic, social, and environmental factors ° 


upon which a healthy life depends. Their adoption would, 
however, involve a re-examination of the existing health 
provision for individuals. Such specialist services as those 
dealing with tuberculosis and venereal disease should 
continue much in their present form; such services as 
those provided for mothers and infants and for school 
children will need substantial modification if overlapping 
with the general medical service is to be avoided. 


100. Reference has already been made to the proposals 
for a national maternity service. The utilization of the 


services of the general practitioner for the ante-natal, natal, 
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and post-natal care of the normal mother would render 
unnecessary the large number of ante-natal and post-natal 
clinics which have in late years been established by local 
_authorities. When there are available to the mother in 
her home the services of a midwife, a general practitioner, 
an obstetric specialist, and the necessary auxiliary facilities, 
the need for institutional accommodation for normal cases 
will be greatly lessened. On the other hand, the need for 
consultant and specialist facilities in the home and in the 
clinic or out-patient department, and for institutional 
accommodation for difficult cases, will be increased rather 
than diminished. 


101. The provision of a family doctor for every family 
would secure for infants and young children the service 
which the general practitioner is capable of rendering. 
While this would render unnecessary any other provision 
for their general medical care, the system of child welfare 
centres at which mothers can obtain advice and guidance 
in the care and nurture of their children would continue to 
be of the greatest value. Instruction in mothercraft and 
the general care and hygiene of infants, hints on nursing, 
dressing, and bathing, and regular weighing are of the 
greatest possible value and can be most efficiently under- 
taken in infant welfare centres. The centres should 
continue their educational and social work in collaboration 
with the family doctor. The provision of a family doctor 
for every child would enable the clinics to increase the 
value of their work by concentrating on the more positive 
aspects of health. They should be utilized to a greater 
extent for investigation into the origin and early manifesta- 
tions of disease. 


102. One of the most valuable developments in our 
educational system during the past generation has been the 
medical inspection of school children and the provision 
made for securing the treatment of the defects discovered 
on inspection. The work of regular medical inspection, 
particularly of those children found to be suffering from 
serious or persistent defects, should of course continue 
and develop. It would not, however, be necessary to 
provide treatment facilities for those conditions normally 
treated by the family doctor. Through his agency the 
necessary specialist facilities would be available, and the 
treatment facilities given by the school medical service 
should be limited to those conditions which can be more 
effectively dealt with in the clinic or the hospital out- 
patient department. As a result the school medical doctor, 
like the infant welfare doctor, would be enabled to con- 
centrate his attention on a field of great potentiality, 
= “6 the positive prosecution of mental and physical 
eaith. 


(e) Some Special Services 


103. Industrial Medical Services —The development of 
industry with the related increase in industrial hazards 
led in 1898 to the appointment by the Home Office of a 
Medical Inspector of Factories. There are now eight 
such medical inspectors and one Medical Inspector of 
Mines, while closely related to the work of the former 
there are some 1,700 examining surgeons. The Associa- 
tion realizes that the work of these practitioners is an 
essential part of our public health service, more valuable 
perhaps because of the part-time nature of the examining 
surgeons’ duty which allows of a fusion between general 
practice and industrial hygiene. In addition there has 
grown up of late a practice by which the larger industrial 
concerns appoint medical officers on a whole-time or part- 
time basis to supervise the health of industrial workers 
and the hygiene of industrial plants. 


104. The Association realizes the valuable nature of this 
work. Recognizing, in close co-operation and agreement 
with representatives of these industrial medical officers, 
that such a service could not wisely be allowed to develop 
out of contact with general practice, it has drawn up an 
ethical code within which it is believed this new health 
service will develop as part of the medical services of the 
nation, in harmony and co-operation not only with 
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employers and workers but with the general practitioners 
throughout the areas concerned. 

105. In view of the important new developments in 
industrial technique and management the Association 
welcomes the widening of the conception of industrial 
medicine to include all factors in industry which can 
directly or indirectly affect the health and well-being of 
the worker. 

106. Fracture and Rehabilitation Services.—Following 
an exhaustive inquiry by a special committee, the A’so- 
ciation has reached the conclusion that for the proper 
and efficient treatment of fractures and other associated 
injuries of the limbs an organized fracture service is 
necessary. The essential conditions of such an organized 
fracture service are segregation of cases, continuity of 
treatment, unity of control, and after-care. 

107. It is believed that segregation of cases into one 
department where they can be uniformly handled by a 
specially trained and experienced staff is highly desirable. 
Co-ordination of the successive stages of treatment is 
essential, and the staff of a fracture unit should be respon- 
sible for the treatment of the patient from beginning to 
end, from the primary reduction to a complete restora- 
tion of function. Segregation and continuity achieve 
their greatest value only if there is unity of control. All 
the stages of treatment of each case need not only expert 
supervision but supervision by one expert. 

108. The phase of after-care is the one most com- 
monly neglected to-day. Excellent primary treatment is 
of litthe value in many fractures unless it is followed by 
a phase of active exercise directed to a complete restora- 
tion of function. The word “rehabilitation” is applic- 
able to the stage between the completion of a course of 
massage and exercises in a massage department and the 
point when the stresses and strains of heavy work can 
be undertaken. Because of the difficulty of securing light 
work the Association urges the establishment of rehabili- 
tation centres where physical and mental redevelopment 
can be achieved by games, by activities in the gymnasium 
and the swimming pool, and by graduated work. 


ADMINISTRATION 


109. The scheme as outlined in these proposals raises 
questions as to the machinery of government. Until the 
passage of the National Health Insurance Act in 1911, the 
central Government had not exercised any executive func- 
tions in relation to health except those of the Home Office 
in° connexion with the administration of the Factories 
Acts. The Poor Law Board set up in 1834 and its suc- 
cessors, the Local Government Board and the Ministry 
of Health, have continued to control in some detail the 
administration of the Poor Law, including the medical 
services it provides. Similar powers have been exercised 
in Scotland by the Scottish Board of Health and the 
Department of Health for Scotland. Even under the 
Poor Law, however, and more especially in connexion 
with the Public Health and allied Acts, the expanding 
medical and public health services have been initiated 
and managed through some kind of local authority. The 
Insurance Act was a break-away from the policy under- 
lying most of the developments in the association between 
government and the health of the people. No doubt 
because of the method by which the insurance scheme 
was financed, and because of the part which friendly 
societies, trade unions, and insurance corporations were 
destined to take in it, the scheme was placed on a 
national basis, only certain details relating to the medical 
and pharmaceutical services being delegated to new local 
bedies, the insurance committees. 

110. The Association believes that there is great advan- 
tage in the uniformity of practice and of conditions of 
service which the national health insurance system ensures. 
The foregoing proposals assume that a satisfactory general 
medical service can be built up on the basis of the extension 
to dependants of the type of provision the national health 


insurance system makes, and by the enlargement of the 
content of statutory medical benefit. The Association 
maintains, in particular, that the same determination of 
policy should apply to the special provision of maternity 
services, 

111. It is realized, however, that the administration of 
services for the health and welfare of the people through 
local elected bodies is an established feature of the 
machinery of government in this country. In so far as 
voluntary effort is inadequate, hospital provision and the 
care of the sick poor are likely to continue to be a 
responsibility of local authorities. The especial need of 
the tuberculous, of those suffering from infectious dis- 
eases (including venereal diseases), the welfare of women 
and children, and the peculiar problems of mental disease 
and deficiency require organization and co-ordination 
with a general domiciliary service. Organization and 
co-ordination are likely to remain local, and the Asso- 
ciation appreciates the advantages in elasticity and the 
preservation of local public interest which the system 
bears, so long as variations in methods and in the quality 
and conditions of service are not too extreme, and 
service is not too rigidly limited by geographical 
boundaries. 

112. The effect of the Local Government Acts of 1929 
and 1933, and the Public Health Act, 1936, has been to 
enlarge the field of public health responsibility of the 
larger units of administration in England and Wales— 
namely, the counties and county boroughs. The inten- 
tion is to reduce the number of smaller units (the county 
districts), to increase their efficiency on the medical side, 
and to rationalize the personal services they render to the 
public, objects which have so far been very imperfectly 
attained. It is still the case that, while the larger and 
more costly medical and allied services are the province 
of the counties and county boroughs, almost the whole of 
the responsibility for sanitation, for housing, and for 
the prevention of the spread of infectious disease remains 
with county districts (however small), and many of the 
moderately large county districts retain the administra- 
tion of schemes relating to maternity and child welfare 
and the health of elementary school children, services 
which impinge upon similar functions of the county 
councils and other related functions of the latter autho- 
rities, such as general hospital provision and the supply 
of midwives. In Scotland unification of medical and 
public health services has gone much further in counties 
than in England and Wales, but many of the so-called 
“large burghs” (with population 20,000 or more) retain 
a large measure of autonomy in public health affairs. 
While the century-old divergence of Poor Law medical 
and public health administration has been overcome, the 
medical and pharmaceutical service for insured persons 
is administered through a separate local body, the insur- 
ance committee, in each county or county borough (large 
burgh in Scotland). In all areas the only statutory link 
between voluntary hospitals and local authorities is pro- 
vided by the duty imposed only upon the latter to consult 
the former in connexion with any proposed extension of 
their hospital provision. (In Scotland, under similar cir- 
cumstances, the Department of Health must consider the 
existing voluntary hospital provision in relation to any 
scheme submitted by a local authority for reorganizing 
hospital facilities in its area.) 

113. The Association considers that the scheme it has 
outlined calls not only for the maximum possible degree 
of co-ordination but also for unification of administra- 
tion, centrally and locally. Except for the failure to give 
complete effect to the objects of the Ministry of Health 
Act, 1919, in relation to the control of the school health 
service, this has been largely attained at the centre, since 
the Ministry is responsible for public health, insurance, 
and poor relief ; and the Board of Control and the Central 
Midwives Board are answerable to the Minister. The 
Department of Health for Scotland and the Secretary of 
State for Scotland are analogously situated. To attain 


NAL 
nder | 
natal 
local 
r in 
ner, 
ities, 
‘ases 
| for 
the | 
onal | 
ther 
nily 
vice 
ing. 
sion | 
fare 
ince 
e to 
and 
ing, | 
the 
Jer- 
uld 
ion | 
tor 
the 
live 
iter 
sta- 
our 
the 
ion 
red 
on, | 
om 
ue 
to | 
lly 
the | 
he 
ice 
ut- 
or, 
n= 
ly, 
sal 
of 
ds 
ht 
of 
er 
in 
le 
1g 
al 
as 
al 
t- 
rs 
is 
it 
S, 
p 
e 
h 


266 Aprit 30, 1938 


a corresponding degree of local unification in counties 
and county boroughs it appears desirable to modify the 
position of insurance committees (see para. 119). 


114. It is clear, however, that the proposals advanced by 
the Association, or any other schemes with a similar object, 
will fall short of their aim if planned within the present 
framework of local government. Many authorities 
administering medical services control areas which are too 
small in population, and of too low a rateable value, to 
provide an adequate service of institutions and professional 
personnel. Moreover, the duality of responsibility of 
county and county district councils in common areas of 
England and Wales militates against coherency of policy 
and objectives. The Act of 1929 was only a first and short 
step toward unification of local administration. 

115. Long and careful consideration has been given to 
this subject. In particular, proposals have been discussed 
which involve greatly enlarged areas, to be administered 
by ad hoc bodies, for hospital and general medical services. 
These areas would not necessarily have any relation to 
existing boundaries of local government but would follow 
those which experience has shown to delimit areas which 
centre on a voluntary hospital or group of such hospitals. 
While such delimitation of areas would simplify that 
relationship between medical practitioners and hospitals 
and between hospitals of different kinds and sizes which 
is recommended in Section IV of this report, it would 
probably tend to detract from public interest in the 
service and to leave essential public health provision of 
a preventive character outside the scheme. So great a 
departure from past and recent policy in relation to local 
government is, in any case, outside the realm of practical 
politics. It is noted that the Committee on Scottish 
Health Services has come to the following conclusion: 


“While the whole local government system may require to 
be overhauled in the near future, the questions involved 
should not be settled in advance by reference to the health 
services alone.” 


116. The Association considers, however, that changes 
in local government, so far as the medical and public 
health services are concerned, are urgently necessary and 
are practicable, however great the opposition to them may 
be. The objects to be aimed at in England and Wales* 
should be: 

(a) The creation of a system of complete and all-embracing 
units for local public health administration by the removal 
of such functions from county district councils below a 
certain size, the county councils and those county district 
councils serving large enough areas being given all the 
= health and medical responsibilities which county 

rough councils now enjoy. 

(b) Limitation of these functions to the councils of areas 
with a population of not less than 75,000 to 100,000 accord- 
ing to the predominantly rural or urban character of the 
area. 

(c) The treatment of hospital services and related medical 
services as regional problems. 


117. In practice the alterations involved would be 
simple, however controversial they may be. Most county 
boroughs would be unaffected. A few large county 
district councils might acquire public health responsibilities 
now exercised by the county councils, but in densely 
populated counties the exact population limit to be applied 
would need careful consideration. The health affairs of 


counties outside these two types of area would be directly » 


administered by the county councils without intervention 
by any other body. In the smaller counties all public 
health administration within their geographical areas would 
be the function of the county council; indeed, a few in 
England and several in Wales are below the minimum 
population which is desirable for efficiency. For hospital 
administration and related medical services ample power 
of combination is provided in the Local Government and 

* These proposals would require special adaptation to meet the 


different administrative system of Scotland and the views of the 
medical profession of Scotland in relation thereto. 
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Public Health Acts to permit of regional arrangements, 
These are not widely used, but if there is to be any such 
co-ordination of statutory and voluntary provision as the 
Act of 1929 envisages, the areas suitable for joint action 
and the best means of attaining it should receive the 
earnest consideration of the Ministry, of the associations 
of local authorities, and of the Provisional Central Council 
which has been set up by the British Hospitals Association, 


118. A desirable administrative development would be 
the establishment, by each local authority to which health 
functions are assigned, of a statutory committee to which 
would stand referred a// questions relating to the medical 
and allied services—that is, to personal as distinct from 
environmental health services. The services administered 
by this new statutory committee (the Medical Services 
and Hospitals Committee or other committee) would 
include all matiers relating to personal health services, 
institutional and non-institutional, not within the reference 
of other committees of the council. All committees and 
subcommittees with functions relating to personal health 
Should include medical practitioners, and the machinery 
of co-option should in all cases be utilized to appoint, 
inter alios, medical practitioners to the committee or sub- 
committee. 

119. The national health insurance medical service 
would, however, require special treatment. It is of vital 
importance that the central management of that service 
should be retained by the Ministry of Health. The local 
administration should provide for adequate representation 
on the appropriate committee and subcommittee of the 
bodies now represented on insurance committees, and for 
the establishment of a professional committee which might 
be the statutory local medical advisory committee referred 
to in the following paragraph. 

120. It is necessary to refer here to the urgent need, 
now and in the future, for a closer co-operation, facilitated 
by statutory provision, between authorities, central and 
local, and the medical profession. This can be secured 
by the recognition of a central consultative medical body, 
representative of the medical profession as a whole and 
of a local medical consultative or advisory body, repre- 
sentative of the medical profession of the area, with direct 
access to the local authority. 

121. The medical officer of health of the administrative 
area concerned would be the administrative head of those 
parts of the scheme under local administration. He would 
be the liaison officer between the local profession and the 
local authority. He would be, as now, the chief adviser 
of the local authority on health matters. The medical 
officer of health would be responsible to the authority for 
the proper administration of the various medical institu- 
tions provided by, or financed in whole or in part by, 
the local authority. He would be the director of the 
local health propaganda. The medical officer of health 
would not be a member of the statutory local medical 
advisory committee, but it should be the duty of its 
secretary to invite the medical officer of health to attend 
all meetings, to send all agenda, minutes, and other notices 
to him, and to transmit to him, giving reasonable notice, 
a copy of any representations to be made to the local 
authority with enough informative detail to enable him 
to study the proposals. 

122. This problem of local government has been dealt 
with at some length because it has become increasingly 
obvious to the Association that the widening range of 
State medicine during the present century has been accom- 
panied by a lack of reasonable uniformity in the nature 
and quality of services given in different areas. The rapid 
development of hospital! provision by local authorities and 
the lack of joint deliberation and agreement between 
different authorities, and also between these authorities, 
insurance committees, and voluntary hospital managers, 
are increasing the urgency of the problem. Its urgency 
would be still further accentuated by the adoption of a 
comprehensive medical service for the nation. 
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LIABILITIES 
1936 1937 
£ Creditors for— £ s. d. £ s. d. 
1,188 Subscriptions, paid in advance ws we 1,125 8 § 
435 Capitation Grants 282 15 0 
13,941 Production of Journal, Establishment expenses, ae. 10,992 12 
54 * Archives of Disease in Childhood ” 78 #14 
26 Journal of Neurology and Psychopathology ” 61 4 4 
114 Library—Prepaid cards in hands of borrowers... 124440 
$53 Metropolitan Counties Branch 508 19 9 
Lancashire and Cheshire Branch 136 19 0 
16,495 16 4 
Legacy from Miss J. L. F. Newton (not yet allocated) .. 25 0 0 
Reserve to meet Dilapidations and Re-decorations— 
Balance at December 31, 1936 ja 6,895 16 7 
Less Cost of re-decorations, etc., during 1937 743 15 0 
6,895 6,152 1 7 
Add Transfer from Income and Expenditure Account 2,000 0 0 
8,152 1 7 
Reserve against Commitments for Extension of Premises— 
Balance at December 31, 1936 26,716 5 0 
Add Transfer from Income and Expenditure Account mee = oe a 8,000 0 0 
———— 34.736 S$ 
Sinking Fund— 
For Redemption of Leasehold Premises— 
Balance at December 31, 1936 .. 15,986 12 6 
Add Transfer from Income and Expenditure Account se ‘in - 2,433 6 8 
15,987 ————— 18,419 19 2 
Reserve to meet loss on transfer of Colonial Subscriptions— 
Balance at December 31, 1936 2,923 14 0 
Less Cost of transferring Colonial Subscriptions during 1937 — ea a 1,336 4 1 
1587 911 
4444 Overdraft at Bank .. os ae 2,894 13 2 
Surplus Account— 
General Balance at December 31, 1936 279,086 19 2 
Add Profit on Sale of Plant and Type per contra .. is ae ‘a - 125 15 0 
279,212 14 2 
Excess of Income over Expenditure for twelve months ended December 31, 1937 $73 3 2 
——____—_—-279,785 17 4 


Note.—The accounts of the Scholastic, Clerical, and Medical Association 
are separately kept and audited. The dividends received have been brought 
into account under Interest on Investments, Deposits, etc. ; the remainder of 
the profits of that Company have been carried forward in its own accounts. 
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Sundry Sales—Journals 


Reprints 


Discounts on Machining, Paper Purchases, ete. . . ee 
Royalties on Sales of Publications 


1936 
Copies of Journals printed .. 2,029,340 
Total pages published—Literary 2,892 
Advertisements és 3,384} 
Index to Advertisements .. $2 
Contents and Front Page .. 
7,116 


Excess of Expenditure over Income for the year carried to Income 
and Expenditure Account .. oe ee 


£ 
57,532 
5,997 
798 
75 
6 
663 
133 


1937 
2,105,200 
2,868 
808 
3,519 


117 


7,316 


1936 
sd €£ s. d. 
8 9 
18 10 
8 8 
9 8 
13 10 
10 11 
14 8 
65,208 5 4 
13,046 10 11 


1937 

£ s.d. £ 
59,206 7 10 
6,496 4 5 
752 18 10 
77 19 6 
21 8 4 
182 19 5 
234 0 6 

66,971 

14,986 

£81,958. 


= 
THE 
= 
d. 
18 10 
2 
£78.254 16 3 6 
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Abstract B Central Meetings Expenses 
1936 1937 
£ s.d £ s.d. £ s.d £ sd 
Annual Representative 
Railway Fares... i 562 11 5 899 13 1 
Printings .. 355 14 2 253 11 9 
952 1 1 1,153 410 
Annual Meeting Expenses... 229 2 6 110 12 3 
Council— 
wh We wa 723 2 2 876 14 1 
Printings .. os wa 926 4 8 786 6 0 
Subscriptions to Outside Bodies . ar so wn ji 21 10 6 29 15 0 
Reporting and Sundries .. 85 4 6 26 11 0 
1,756 110 1,719 6 11 
Secretaries’ Conference— 
Railway Fares es on 119 #1 5 19 6 9 
Abortion, Committee re Medical er of— 
Railway Fares 53 5 6 
Sundries — 
59 13 4 —_ 
Arrangements Committee— 
Railway Fares 105 18 8 49 14 0 
Printings .. 19 16 9 37 16 4 
—————-_ 125 15 5 — 87 10 4 
B.M.A. and T.U.C. Joint Committee— 
19 7 5 
Building Committee— 
e 15 18 3 
Central Ethical Committee— 
Railway Fares 413 9 59 3 2 
Printings 9 6 8 9 6 3 
54 0 5 68 9 5 
Charities Committee— 
Railway Fares 28 17 9 27 17 0 
Printings .. 6 0 6 10 5 3 
34 18 3 38 2 3 
: Compulsory use of Yellow Lights for Motor Cars, Committee re— 
Consultants and Specialists Group Committee— 
Railway Fares 43 20 62 16 11 
Printings .. 29 010 4494 
Hire of Room and ‘Sundries ae 115 0 
72 210 —————- 1099 1 3 
Consulting Pathologists Group Committee— 
Railway Fares 12 3 9 6 15 3 
Printings .. 6 1 4 6 17 1 
18 5 1 13 12 4 
Dominions Committee— 
Railway Fares on 22 14 6 27 18 8 
Printings .. 16 19 2 22 19 11 
39 13 8 ss 50 18 7 
Carried forward .. ee oe ee _ - 3,461 18 5 3,505 3 9 
| 
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Enquiry into Office Arrangements Committee— 

Railway Fares 5 4 6 

Printings 1 0 
Finance Committee— 

Railway Fares 42 11 9 

Printings 78 10 6 
Health Services Committee— 

Railway Fares 7469 0 

Printings 3 4 
Hearing Aids Committee— 

Railway Fares 

Printings 
Hospitals Committee— 

Railway Fares 115 6 0 

Printings 61 15 10 
Insurance Acts Committee— 

Railway Fares 404 Oll 

Printings .. ‘ 22 4411 
Journal Committee— 

Railway Fares oe ee 60 16 0 

Printings .. on ‘ 24 15 6 
Legal Actions Committee— 

Medico-Political Parliamentary Committee— 

Railway Fares én és 383 7 1 

Printings a ‘ 63 8 I 
Miners’ Nystagmus Committee— 

Railway Fares ‘a ae 40 8 0 

Printings 4 10 0 
Nava! and Military Committee 

Railway Fares “s ‘ 33 19 O 

Printings 4 42 
Office Committee— 

Fees .. , 95 17 0 

Printings 
Ophthalmic Committee— 

Railway Fares $7 6 9 

Printings 6 1 2 

Reporting .. ‘ 3 17 6 
Organization Committee— 

Railway Fares... ‘ 167 14 5 

** Annual Handbook ” 81 5 6 

Articles and By-Laws 122 17 6 

Non-Members’ List 70 6 O 

Fares of Newly-appointed Secretaries visiting H.Q. 25 10 O 


Carned forward .. 
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77: 


177 1:10 


426 5 10 


85 11 6 


te 


38 


$ 3 


$691 


1937 

£ s. d £ s. d. 
3,505 3 9 

40 12 0 

7 18 6 
48 10 6 

57 18 4 

79 6 8 
137 5 0 

183 11 2 

2 3 3 
195 14 5 

5 16 11 

145 
611 4 

139 17 10 

69 16 1 
209 13 11 

23 16 3 

225 7 0 
————— 249 3 3 

67 16 10 

24 12 3 
2 9 1 
5 4 

248 «20:10 

96 18 8 
444 19 6 

17 411 

218 9 
20 3 8 

115 10 0 

290 
117 19 0 

58 13 6 

6 3 6 
64 17 0 

89 7 4 

79 12 6 

314 14-5 

143 6 4 

17 78 

16 7 6 
————_— 660 15 9 
§,753 11 6 


4 
1936 
3,461 18 § 
> 5 © 
3 j21 2 3 
) 
446 15 2 
44 18 O 
97 40 
| 
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1936 
Brought forward .. 5,691 11 11 
Organization of the Profession in India, Committee on— 
Parliamentary Elections Committee— 
Railway Fares 
Printings 
Psychological Medicine Group Committee— 
Peripheral Organization Committee on— 
Railway Fares 
Printings... 
Physical Education Committee— 
$7 18 3 
Practitioners of Physical Medicine Group Committee— 
Printings 1 18 6 
8 09 
Propaganda Committee— 
Printings .. oe oe oe 
Protection of Practices Committee— 
Railway Fares 
Printings 
Public Health Committee— 
—————-_ 194 18 2 
Radiologists Group Committee— 
Railway Fares 
Printings 20 
Science Committee— 
266 18 9 
Spa Practitioners Committee— 
Railway Fares 
Printings 
Sundries 
Staffing Committee— 
Railway Fares 
Printings 
Welsh Committee— 
Railway Fares 
Printings 
Hire of Room 
£6,224 2 3 
Central Emergency Committee— 
Printing and Stationery .. 3 10 2 
Clerical Assistance es 
3 10 2 


£6,227 12 5 


15 


16 


130 
21 


19 


16 


1937 
d. 
5,753 11 6 
9 
2 
57 211 
6 
1 
15 16 7 
11 8 
10 
2 
17 5 0 
6 
10 
3 24 
5 
2 
19 6 7 
1 1211 
7 
10 
34 13 5 
11 
1l 
151 16 10 
0 
10 
10 510 
1 
10 
3 
277 16 2 
6 
6 
0 
14680 
3 
11 
19 5 2 
9 
1 
6 
17 12 4 
£6,394 7 
2 
8 
0 
8 
239 11 6 
£6,633 18 9 


| 
; 
é 
24 18 
32 4 
m 
11 | 
m@ 15 
9 
2 8 
13 
15 15 
3 il 
32 6 
2 6 
f 6 
8 4 
121 #7 
32 12 
123 16 
11 18 
1 8 
1 1 
‘ | 
10 
11 
10 
12 
157 
39 
31 
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Abstract C 


Capitation Grants and Direct Expenditure on Local Organisation 


Capitation Grants 
Grant to Australian Federal Comal oe 
London Regional Officer and Staff 
Scottish Committee (see Separate Abstract) 
Secretary’s Tour of Indian Branches 
Expenses of Delegate to New Zealand 


Heating, Cleaning, Lighting, etc. 
Rates and Taxes .. ‘ 
Feu Duty . 
Upkeep, and i 
Fire Insurance 


Fares of members attending meetings . 


Fares of Scottish Secretary, including at Meeting 


Sir Charles Hastings Lecture 


Salaries of Scottish Secretary and Staff 
Postages 

Telephones and 

Auditors’ Fees 

Solicitors’ Fee 

Sundry small outlays 


Scottish Committee 


Less amount received for rents, hire of rooms, etc. .. - = oe 


Net cost transferred to Abstract C ‘in oe 


Abstract D 


Salaries—Librarian and Clerical Staff .. ee 
Subscription to Messrs. H. K. Lewis’s Library 
Postages for Correspondence .. 


Library Expenses* 


1936 1937 
£ s. d. £ s. d 
7,600 6 9 7,901 15 2 
797 42 797 4 6 
710 #1 
2.301 11 10 2,562 9 2 
702 0 O 
— 997 19 4 
£11,401 2 9 £12,969 9 10 
1936 1937 
£s. 
370 14 3 374 3 8 
240 13 6 248 12 5 
36 17 5 3% 5 6 
104 9 O 99 10 
6 7 6 676 
5 283 16 2 
113 8 3 117 14 9 
40 0 0 
1,670 6 9 1,694 8 5 
117 8 9 84 18 2 
-_ 26 0 0 22 00 
- $2 4 3 70 #311 
3s 338s 
1 60 746 
118 § 113 0 
£2,903 17 6 £3,090 111 
602 5 8 §27 12 9 
os £2,301 11 10 £2,562 9 2 
1936 1937 
£ s d. £ 
os 1,336 17 7 1,421 17 1 
255 0 0 250 0 0 
80 16 2 81 11 3 
£1,672 13 9 £1,753 8 4 


* The amount spent on books and periodicals during the year, totalling £518 2s. 4d., has been added to the capital 


value of the Library shown in the Balance 


Sheet (p. 269). 


have been presented to the Library, the approximate value of which is £300. 


In addition to this figure, 748 new and second-hand books 
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1936 1937 
£ s. d. £ s. d. 
Auditors’ Fee 315 0 0 315 0 0 
Bank Charges 44 1 3 45 5 1 
Legal Charges ‘ 303 15 3 521 410 
Income Tax on Dividends and Interest _ 627 13 2 739 9 O 
Petty Cash.. : 262 16 11 254 3 10 
Parliamentary Papers, Directories, Cuttings, ete. ae 1 3 306 14 0 
Rent of G.P.O. and Internal Telephones 386 19 6 412 3 8 
Repairs to and Maintenance of Typewriters . . 58 13 0 62 14 4 
Receipt stamps for Subscription acknowledgments 160 10 8 203 9 0 
Research Scholarships re 837 10 O 850 0 0 
Sir Charles Hastings Clinical Prize $2 10 O 52 10 0 
Sir Charles Hastings Lecture .. 49 4 0 _ 
Subscription, etc., Association Professionnelle Internationale des M sdecins 221 6 4 155 3 6 
Examiners’ and Visitors’ Fees 36 15 15 15 0 
Pensions—Mrs. J. R. Drever 500 0 O 500 0 0 
en Dr. Alfred Cox 720 0 O 7200 0 0 
Pa Mrs. T. Hennessy 293 6 8 320 0 0 
ae Dr. Courtenay Lord 458 6 8 -- 
Payment to Mr. Ferris-Scott on demitting Office —— 2,000 0 0 
Fees and Expenses re Sanatorium Treatment for Member of Staff 129 1 6 133 12 11 
Gold Medal of Association 35 0 0 
Bonuses to Retiring Members of “Printing Stalf — 509 2 8 
Porters’ Liveries and Boiler Suits 11 10 11 29 11 
Recruiting Appeals to Non-Members . 301. 9 5 375 5 10 
Sundries ois 290 17 11 185 18 9 
Publicity Campaign 
Proportion of Publicity Expenses . _ 559 3 0 
Salaries of Public Relations Officer ‘and Staff — 235 15 0 
Investigation of Proprietary Medicines -— 50 0 0 
Grant to National Federation of Provident Associations — 100 0 0 
£6,323 7 § £9,652 2 2 
Abstract F Central Staff Expenses 
1936 1937 
£ s. d. £ s. d. 
Salaries—Officials and Clerical Staff 15,705 9 7 17,502 17 1 
Porters and Janitor : 1412 9 2 1,328 4 3 
Contribution to Officials’ Pension Scheme 840 17 1 635 4 3 
Contribution to Clerical Staff Superannuation Scheme 440 5 3 543 010 
Travelling and Subsistence Expenses of Officials and Staff at Annual Meeting, ete. 336 2 7 371 16 2 
Fidelity Guarantee and Employers’ Liability Insurance wee a és 65 3 1 65 3 1 
£18,800 6 9 £20,446 5 8 
Abstract G Premises Expenses 
1936 1937 
Cleaning Offices .. wa “as te = 972 14 4 964 15 0 
Coals and Oil Fuel a an a 922 0 6 1,037 2 3 
Electricity and Gas 655 6 1 582 8 0 
General Repairs, Upkeep and Alterations 1,067 15 11 659 17 10 
Fire Insurances 585 8 9 530 111 
Ground Rent 2,500 0 O 2,743 15 0 
Rates and Taxes .. 5,121 10 10 5,852 18 7 
Care and Maintenance of Grounds 15 18 11 — 
£11,840 15 4 £12,370 18 7 
Less Proportion of cost chargeable to Journal and transferred to Abstract A... on 1850 0 0 1,212 10 0 
£9,990 15 4 £11,158 8 7 
Abstract H Printing, Stationery, and Postage Expenses 
1936 1937 
£ s. d. £ 
General Printing .. i i 852 4 9 753 14 4 
Genera! Postages— 
Secretarial Department 577 19 7 695 15 1 
Accounts and Department. . 734 6 2 707 10 4 
£3,113 19 8 £3,509 16 2 
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THE INSURANCE MEDICAL SERVICE 
WEEK BY WEEK 


Continued Absence of a Practitioner 


An insurance committee has been in correspondence with 
the Ministry of Health concerning the terms of the notice 
to insured persons where a practitioner is no longer in a 
position to carry out his obligations under the terms of 
service. A doctor had removed from the county, and a 
letter had been received from the panel committee stating 
that this committee was of opinion that the case should 
be treated in accordance with Clause 4 (4) of the terms of 
service, which provides as follows: 


“Where the committee, after consultation with the panel 
committee, are satisfied that owing to the continued absence 
or bodily or mental disability of an insurance practitioner his 
obligations under the terms of service are not being adequately 
carried out, they may, with the consent of the Minister, give 
notice to the insured persons on his list that the practitioner 
is no longer in a position to carry out his obligations under 
the terms of service.” 


The insurance committee, in applying to the Ministry 
fer consent to issue the notices contemplated by this 
clause, asked whether it would be in order to inform the 
insured persons of their right to exercise a fresh choice of 
doctor. The Ministry, in giving consent, drew attention 
to Regulation 16 (1) and the proviso thereto. The com- 
mittee, in reply, suggested that as in Article 16 (3) there 
was a specific provision, in the circumstances set out in 
that article, that the insurance committee should give 
notice to the insured person of his right to select another 
doctor, it might be inferred from the absence of such 
a direction in a case coming under Clause 4 (4) that the 
notice should not be given. The Ministry informed the 
insurance committee, however, that there was nothing in 
the regulations which would prevent the committee from 
giving to the insured persons the necessary information 
as to the steps which they should take in order to transfer 
to the list of another practitioner. Such information need 
not necessarily be regarded as forming part of the notice, 
and it could be issued as a separate communication. In 
the Minister’s view, therefore, no amendment of the 
regulations, as suggested by the insurance committee, was 


necessary. 
Spinal Jackets 


The Minister of Health has expressed the view that if, 
having regard to the condition of a patient, an insurance 
practitioner is satisfied that an appliance is a spinal jacket 
within the meaning of the second schedule to the regulations, 
and that, instead of its replacement, repair of the appliance 
is sufficient, it is open to the practitioner to order the 
repair on the official prescription form, or, if the patient 
is on his dispensing list, to arrange for the repair to be 
carried out and to claim repayment of the cost. 


Charging of Fees 


A subcommittee, reporting to an insurance committee, 
states that it has had before it a number of cases in 
which doctors have charged, and in certain instances 
accepted, fees for treatment to insured persons. Most of 
them arose under Clause 7 (3) of the terms of service, no 
“ representation ~ of insurance having been made by the’ 
insured person to the doctor, and therefore there was no 
case against the doctor. In some instances the doctor had 
himself drawn the committee’s attention to the matter 
when he had learned, after giving treatment, that the 
person was insured. There were, however, a number of 
cases in which “ representation ” of insurance was made and 
fees were charged. In certain of these the insured person 
was unable to produce evidence of insurance, and the 
doctor failed to carry out his obligations under Clause 
7 (2) of his terms of service in that he did not issue an 
official receipt, where a fee was paid, or give notice on 
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the official form to the insured person of his intention to 
render an account. It is observed that failure on the 
part of the doctor frequently arises through a misunder- 
standing of his obligations. Certain instances may be 
cited: in one case the doctor did not appreciate that the 
production of a stamped contribution card was sufficient 
evidence of insurance and of title to medical benefit; in 
another the doctor thought that a young person who had 
just entered insurance required to have six stamps on his 
card before being eligible for medical benefit ; in a third 
the doctor was not aware that there was an official 
form for a notice of intention to submit an account: and 
in yet another the doctor stated that he had no official 
forms as the occasion for their use so seldom arose. In 
each case the doctor’s attention has been called to his 
failure to observe the regulations, and no further action 
has been considered necessary by the subcommittee. In 
the event, however, of a further similar failure on the part 
of any of the doctors referred to, the subcommittee feels 
it would have no alternative but to refer the matter to 
the medical service subcommittee for investigation. 


Correspondence 


A DEFENCE OF THE * DOCTOR IN A HOSPITAL ” 


Sir.—In the Supplement of March 19 (p. 141) the following 
statement is attributed to Sir Kaye Le Fleming: ~ There could 
hardly be a wider contrast than that between the position of 
the doctor in a hospital and the doctor in a home. In the 
hospital a doctor had to study disease in human beings; in 
the home he had to study a human being. .. .” The expres- 
sion is strong, and the impression it conveys suggests that the 
hospital doctor does not concern himself with patients, but 
only with diseases. We are asked to visualize the hospital 
doctor going round his ward and studying the disease in each 
bed. The human being there is merely a container or vehicle 
for the disease. When the disease is suppressed or eradicated 
nothing remains in the bed but an empty container. The 
doctor, as he passes. hardly glances at the nothing in the bed 
or troubles to say “Good morning” to it. 

That there is a contrast between the position of the hospital 
doctor and that of the general practitioner may be admitted, 
but is it so great that there could hardly be a greater? After 
all, both are aiming at the welfare of the patient, and is 
not the contrast mainly, if not entirely, in the mise en scéne? 
Let us look for a moment at the hospital doctor's day. His 
waiting-room is crowded with people of both sexes, of all 
ages, and from very different social strata. These must be 
seen, not in the order of their arrival, but in that of their need. 
First of all come those whose condition requires immediate 
attention, then young children or nursing mothers or wives 
with hungry husbands or families awaiting their return. 
Those who come from a distance must be considered before 
those who live near at hand, and, lastly, the comparatively 
well-to-do, not to penalize them for attending a charity, but 
because they can afford to wait or come at another time. 
During his short interview the doctor makes the acquaintance 
of each patient, and must inquire closely into his or her 
industrial and domestic circumstances, otherwise diagnosis is 
likely to be inadequate, for the illness is always of the man 
as well as of the body, and inappropriate treatment may 
be prescribed—and no one knows better than the hospital 
doctor that each patient has his own disease. With each form 
of treatment, regime, or remedy advised there must be an 
inquiry as to whether the patient not only can obtain but 
also can apply it. The home conditions, availability of a 
district nurse, hours of work, and many other matters need 
discussion. The most suitable social service agency must 
be invoked and the doctor must be written to. In his wards 
the hospital doctor must have the right word for each patient, 
he must adopt a cheerful and optimistic manner so that each 
patient’s face will light up as he comes to the bedside and 
each patient will feel better after he has passed. Operations 
must be arranged for, and is it not the hospital doctor himself 
who proclaims that it is the patient, not the disease, who is 
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to be subjected to surgical interference? The patient must be 
psychically prepared for his operation, relatives must be 
interviewed and reassured, and when it is over his personality 
must be studied and his environment as far as possible suitably 
modified to receive him on discharge. All these things con- 
stitute an essential part of diagnostics and therapeutics, and 
no hospital clinic any more than a private practice could 
be run without them. The hospital doctor is not only studied 
by each patient, but is constantly “ sat upon” by a permanent 
committee of convalescents in each ward, and on the atmo- 
sphere of this informal group much of the success of his 
clinic depends. 

Is it not to a hospital doctor that we owe the saying: 
“L'amour de la médecine fait le savant; l'amour du malade 
fait le médecin”™? I submit that the contrast between the 
doctor in the hospital and the doctor in the home is, in 
essentials, not really very wide at all, and, in addition, that 
it is Open to question whether it is either necessary or advis- 
able to emphasize this contrast—such as it is—to young 
graduates at the outset of their careers. 

To do Sir Kaye Le Fleming justice, it may be assumed 
that by “doctor in a hospital” is meant a teaching clinician, 
whom the students see in connexion with lectures and demon- 
strations on disease and the results of treatment, but of whose 
actual hospital practice they know but little. If the acquaint- 
ance of the student on graduation with patients as individuals 
is of the slenderest, this is not because he is not given 
opportunities to learn this aspect of medicine, but because 
he is not examined on it. Very few students will pay serious 
attention to anything in their medical course which they do 
not expect to meet later in an examination. Dispensary 
practice and hospital residential appointments for students 
are designed to meet this gap in medical training. and there 
is hope that this system may be expanded and developed.— 
lam, etc., 


Edinburgh, April 14. H. M. TRAQuamR. 


Naval, Military, and Air Force 
Appointments 


ROYAL NAVAL MEDICAL SERVICE 


Surgeon Commanders C. H. M. Gimlette to the President. for 
— Department, Admiralty; J. H. B. Crosbie to the Man- 
chester. 

Surgeon Lieutenant Commanders H. A. Clarke to the Pembroke, 
for Royal Naval Hospital, Chatham; M. J. Brosman to the 
Adventure. 

Surgeon Lieutenant E. J. Littledale to the Pembroke, for Royal 
Naval Barracks. 


RoyaLt Naval VOLUNTEER RESERVE 


Surgeon Captain J. B. Ronaldson to the Glasgow. 
Surgeon Lieutenant Commander G. M. Tanner to the Revenge. 
Surgeon Lieutenant P. S. Luffman to the Ramillies. 


ARMY MEDICAL SERVICES 


Major-General O. Ievers, C.B., D.S.O., late R.A.M.C., has 
retired on retired pay. 

Colonel F. Casement, D.S.O., late R.A.M.C., has been promoted 
to Major-General, and has relinquished his appointment as Deputy 
Director-General, Army Medical Services, War Office. 

Colonel O. W. McSheehy, D.S.O., O.B.E., late R.A.M.C., to be 
Deputy Director-General, Army Medical Services, War Office. 

Colonel W. Loughnan, M.C., late R.A.M.C., having 
attained the age for retirement, has been placed on retired pay. 

Lieutenant-Colonels H. G. Monteith, D.S.O., O.B.E.,. from 
R.A.M.C., and J. T. Simson, from R.A.M.C., to be Colonels. 


ROYAL ARMY MEDICAL CORPS 


Majors W. Campbell and E. E. Holden to be Lieutenant-Colonels. 
Lieutenants (on probation) W. A. McD. Scott and R. P. Hendry 
have been restored to the establishment. 


ROYAL AIR FORCE MEDICAL SERVICE 


The commission of yoy! Officer L. L. Ingram has been ante- 
dated to April 1, 1937, and he has ceased to be seconded to Miller 
General Hospital. 


Royat Air Force VOLUNTEER Reserve: MEDICAL BRANCH 
Flying Officer F. D. Paterson has resigned his commission, 


REGULAR ARMY RESERVE OF OFFICERS 
Roya, ArMy Mepicat Corps 


_ Colonel M. F. Grant, late R.A.M.C., having attained the age 
a of liability to recall, has ceased to belong to the Reserve of 
cers. 
Lieutenant-Colonel W. A. Spong, having attained the age limit 
of liability to recall, has ceased to belong to the Reserve of Officers. 


TERRITORIAL ARMY 2 
ArMy Mepicat Corps 


Lieutenants T. Fitt and G. F. O'Connor to be Captains. 

A. H. G. Down to be Captain, with seniority April 8, 1929. 

F. R. Edwards, F. J. Fowler, late Officer Cadet, Birmingham 
University Contingent, Senior Division, O.T.C., E. Lethem, late 
Officer Cadet, University of London Contingent, Senior Division, 
0.T.C., D. L. Charters to be Lieutenants. 

Supernumerary for Service with O.T.C.—Captain H. R. 
Thompson, Employed University of London Contingent, Medical 
Unit, Senior Division, O.T.C., has resigned his commission. 


TerriroriaL ArMy RESERVE OF OFFicers: RoyaL ARMY 
MepbicaL Corps 
Major P. Lloyd-Williams, T.D., from active list, to be Major. 


POSTGRADUATE COURSES AND LECTURES 
MAY AND JUNE, 1938 


The following postgraduate courses and lectures, to be held 
in London during May and June, have been notified to 
the British Medical Association. Further particulars may be 
obtained direct from the hospitals concerned, or in the case 
of arrangements made by the Fellowship of Medicine (F.M.) 
from the Secretary of the Fellowship, 1, Wimpole Street, W.1. 


Subject Date Place of Meeting tena of 
Active Analysis . April 28, | The Tavistock Clinic, | Course of six 
May §, Malet Place, W.C.1 lectures 
12, 19, 26, 
June 2 
Chest Diseases May 7,8 Hospital for Consumption | F.M. week-end 
and Diseases of the course 
Chest, Brompton Road, 
S.W.3 
Dermatology May 2to 28 | St. John’s Hospital for |] Afternoon 


Diseases of the 
Ductless Glands 


General Surgery .. 
Obstetrics 


Physical Medicine 


Plastic Surgery 


Practical Aspects of 
Modern Vitamin 
Research 

Present-day Gynae- 
cology 


Proctology 


Psychological Medi- 
cine 
Radiology. . 


Some Aspects of 
the Heart Sounds 
in Normal and 
Pathological Con- 
ditions 

Thoracic Surgery. . 


Urology 
Urology 


May 10, 17, 
2 


June 7, 
14 
May 14, 15 


June 11, 12 


May 21, 22 


May 11, 12 


May 25, 
June 1, 8, 
18,22 & 
2° 

May §, 12, 
19, 26 

May 2 to 6 


May 2 to 28 
June 18, 19 
May 3 


May 16 to 
21 


May 4, 11, 
18 


June 13 to 
25 


Diseases of t Skin, 
5, Lisle Street, W.C.2 
British Postgraduate Medi- 
cal School, Ducane 

Road, W.12 


Princess Beatrice Hosp tal, 
Richmond Road, Earl's 
Court, $.W.5 

City of London Maternity 
Hospital, City Road, 


EC. 

St. John Clinic and Insti- 
tute of Physical Medi- 
o~ Ranelagh Road, 


Princess Elizabeth of York 
Hospital, Shadwell, 149, 
Harley Street, and St. 
Andrew's Hospital, Dol- 
lis Hill 
British Postgraduate Medi- 


cal School, Ducane 
Road, W.12 
British Postgraduate Medi- 
cal School, Ducane 
Road, W.12 


Gordon Hospital, 126, 
Bridge Road, 


Maudsley Hospital, Den- 
mark Hill, S.E.5 

Royal Cancer Hospital, 
Fulham Road, S.W.3 

Physiology Theatre, Uni- 
versity College, Gower 
Street, W.C.1 


Hospital for Consumption 
and Diseases of the 
Chest, Brompton Road, 

wi 


St. Paul's Hospital, Endell 
Street, W.C.2 

St. Peter's Hen- 
rictta Street, W.C.2 


course 


Course of six 
lectures 


F.M. week-end 
course 


F.M. week-end 
course 


F.M. week-end 
course 


F.M. demon- 
Stration 


Course of six 
lectures 


Concludin 
course o 
thirteen lec- 
tures 

F.M. course 


Continuing 
course 


Public lecture 


F.M. course 


Course of three 
tures 
F.M. course 
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In addition to the above courses the following for the 
higher degrees and diplomas have been arranged. 


Degree or 


Place of Meeting Diploma 


Subject Date 


Anatomy and Physi-| May 2 to 7 | Central London Throat, | D.L.O. 
ology (continued) Nose and Ear Hospital, (Part D 
Gray's Inn Road, W.C.1 
May 9to2t | Central London Throat, | D.L.O. 
Nose and Ear Hospital, - (Part ID 
Gray’s Inn Road, W.C.1 
L.C.C. Course on | May 2to27 | Maudsley Hospital, Den- | D.P.M. 
Psychological mark Hill, S.E.5 
Medicine (con- 
clusion) 
Gynaecology 


Clinical Course 


May 23 to | Chelsea Hospital for | M.C.O.G. 


June 3 tT Arthur Street, 
F.M. Clinical and | May 31 to National Temperance Hos- | M.R.C.P. 
Pathological June 16 


Road, 

Course N.W 
F.M. Course on | May 30 to mana for Consumption | M.R.C.P. 
Chest June 24 and Diseases of the 
Brompton Road, 


F.M. Course on | June lto24 London Chest Hospital, M.R.C.P. 
Chest and Heart Victoria Park, E.2 

F.M. Fundus Oculi | June 28 West End Hospital for | M.R.C.P. 
Demonstration Nervous Diseases, Re- 

gent’s Park, N.W.1 

F.M. Course on] June 13 to | West End Hospital for | M.R.C.P. 
Neurology 25 Nervous Diseases, Re- 

gent’s Park, N.W.1 

F.M. Tuberculosis | June 25 Preston Hall, near Maid- | M.R.C.P. 
Demonstration stone 


POSTGRADUATE NEWS 


The Fellowship of Medicine announces the following courses: 
dermatology at St. John’s Hospital, May 2 to 28: thoracic 
surgery at Brompton Hospital, May 16 to 20; plastic surgery 
at various hospitals, Wednesday and Thursday, May 11 and 12; 
gynaecology at Chelsea Hospital for Women, May 23 to 
June 3; urology at St. Peter's Hospital, June 13 to 25: medi- 
cine, surgery, and the specialties at Prince of Wales Hospital, 
June 27 to July 9. Courses in preparation for the July M.R.C.P. 
examination have been arranged as follows: clinical and 
pathological at National Temperance Hospital, Tuesdays and 
Thursdays, 8 p.m., May 31 to June 16; chest diseases at 
Brompton Hospital, Tuesdays and Fridays, 5.15 p.m., May 
30 to June 24; heart and lung diseases at London Chest 
Hospital, Wednesdays and Fridays, 6 p.m., June 1 to 24: 
pulmonary tuberculosis at Preston Hall, June 25. Week-end 
courses, occupying the whole of a Saturday and Sunday, will 
be given as follows: general surgery at Princess Beatrice 
Hospital, May 14 and 15: physical medicine at St. John Clinic 
and Institute of Physical Medicine. May 21 and 22: obstetrics 
at City of London Maternity Hospital, June 11 and 12: 
radiology at Royal Cancer Hospital, June 18 and 19. The 
Fellowship of Medicine’s dinner-dance will take place at 
Claridge’s Hotel on May 19. Tickets can be obtained from 
the Fellowship of Medicine, 1, Wimpole Street, W.1, or from 
any member of the ladies committee. 


WEEKLY POSTGRADUATE DIARY 


BaiiisH PostGrapuate Mepicat ScHooL, Ducane Road, W.—Daily, 
10 a.m. to 4 p.m., Medical Clinics, Surgical Clinics and Opera- 
tions, Obstetrical “and Gynaecological Clinics and Operations. 
Mon., 2.30 p.m., Sir Edmund Spriggs, Diseases of Small and 
Large Intestine, Wed., 12 noon, Clinical and Pathological Con- 
ference (Medical): 3 p.m., Clinical and Pathological Conference 
(Surgical). Thurs., 2.15 p.m., Dr. Duncan White, Radiological 
Demonstration ; 330 p.m., Miss Louisa Martindale, Radiation 
Therapy in Gynaecology. Fri., 2 p.m., Clinical and Pathological 
Conference (Obstetrics and Gynaecology). 


Fre_LowsuHip OF MEDICINE AND PosTGRADUATE MEDICAL ASSOCIA- 
ri0N, 1, Wimpole Street, W.—Maudsley Hospital, Denmark Hill, 
Course in Psychological Medicine, Gordon Hospital, 
Vauxhall Bridge Road, S.W.: Course in Proctology. St. John's 
Hospital, 5, Lisle Street, W.C.: Course in Dermatology. 
Brompton Hospital, S.W.: Sat. and Sun., Course in Chest 
Diseases. 

CenrraL Lonpon THroat, anp Ear Hosptrat, Gray's Inn 
Road, W.C.—Daily, Course in Anatomy and Physiology. 

HospiraL FoR Sick CHILDREN, Great Ormond Street, W.C.— 
Thurs., 2 p.m., Mr. T. Twistington Higgins, Urinary Obstruction. 
3 p.m., Dr. W. W. Payne, Care of the Diabetic Child. Out- 
patient Clinics, mornings, 10 a.m. to !2 noon. Ward Visits, 
afternoons, 2 pm. to 3.30 p.m. 

INSTITUTE OF PATHOLOGY AND RESEARCH, St. Mary's Hospital, W.— 
Tues., 5 p.m., Sir Thomas Lewis, F.R.S., Observations on 
Ischaemic Paralysis of Nerves in Man. 


Lonvon ScHoot OF St. John’s Hospital, 5, Lisle 
Street, W.C.—Mon., 5 p.m., Dr. M. Sydney Thomson, Animal 
Diseases Communicable to Man. Tues., 5 p.m., Dr. H. Corsi, 
Diseases of the Nails. Thurs., 5 p.m., Dr. J. M. H. MacLeod, 
Ringworm Infections. Fri., 5 p.m., Dr. L. Forman, Alopecia. 

Narionat Hospirat FoR Diseases OF THE Heart, Westmoreland 
Street, W.—Tues., 5.30 p.m., Dr. J. M. H. Campbell, Paroxysmal 
Tachycardia. 

Sr. GeorGe’s Hospirat Mepicat ScuHoor, $.W.—Thurs., 5 
Psychiatric Demonstration. 


Sr. Joun Ciinic anp Institute OF Mepicine, Ranelagh 
Road, S.W.—Fri., 4.30 p.m., Dr. Albert Eidinow, Uses of 
Diathermy in Surgery. 

MancHester Royat 4.15 p.m., Dr. A. Rams- 
bottom, Clinical Demonstration. 


DIARY OF SOCIETIES AND LECTURES 


Royat Socitry OF MEDICINE 


Section of Orthopaedics.—Tues., 5.30 p.m. (Cases at 4.30 p.m.) 
Annual General Meeting. Election of Officers and Council for 
1938-9. Cases by Mr. A. Rocyn Jones, Mr. E. P. Brockman, 
Mr. G. O. Tippett, Mr. John Bastow, Mr. Norman Capener, Mr, 
K. H. Pridie, and Mr. B. Whitchurch Howell. Other cases will 
be shown. 

Section of History of Medicine.—Wed., 5 p.m. Annual General 
Meeting. Election of Officers and Council for 1938-9. Demon- 
stration by Sir StClair Thomson of Sketches by “ Spy ” of 
Eminent Victorian Physicians. Papers by Dr. J. H. Thompson, 
Treatise on the Effects and Various Preparations of Lead, particu- 
larly of the Extract of Saturn, for Different Chirurgical Disorders; 
Frot. J. Burton Cleland, Australian Convict Doctors. 

Section of Surgery.—Wed., 5.30 p.m. Annual General Meeting. 
Election of Officers and Council for 1938-9. Presidential Address 
4 Prof. G. Grey Turner, Non-malignant Stenosis of the Oeso- 
phagus. 

Section of Otology.—Fri., 10.30 a.m. (Cases at 9.30 a.m.) Annual 
General Meeting. Election of Officers and Council for 1938-9. 
Papers by Prof. Hugh Cairns and Mr. C. S. Hallpike, Some 
Observations upon the Pathology of Méniére’s Syndrome; Mr. A.J. 
Wright, Labyrinthine Destruction in the Treatment of Vertigo. 
Cases will be shown. 

Section of Laryngology.—Fri., 4.45 p.m. Annual General Meeting. 
Election of Officers and Council for 1938-9. Paper by Dr. G. E, 
Hodge (Montreal), Relation of Bronchiectasis to Infection of 
the Paranasal Sinuses. Film on the Movements of the Larynx 
will be shown by Dr. J. Pressman (Los Angeles). 

Section of Anaesthetics. —Fri., 8.30 p.m. Annual General Meeting. 
Election of Officers and Council for 1938-9. Clinical reports of 
cases will be given by Dr. A. P. Cogswell, Dr. John T. Hunter, 
Dr. J. Harris, and others. 

Section of Neurology.—Fri., Meeting in Brussels. Sat., Meeting 
in Antwerp. 


BiocHeMicaL Sociery.—At Department of Biochemistry, Oxford, 
Sat., 2.45 p.m. Communications and Demonstration. 

CuHapwick Trust.—At London School of Hygiene and Tropical 
Medicine, Keppel Street, W.C., Thurs., 5.30 p.m., Prof. Ernest 
Barker, The Community Centre in Relation to Public Health 
and Public Welfare. 

University CoLtiteGe, Gower Street, W.C.—Thurs., 5 p.m. Dr. E. 
Braun-Menendez (Buenos Aires), Some Aspects of the Heart 
Sounds in Normal and Pathological Conditions. 

Wesr Lonpon Mepico-CuirurcicaL Societry.—At West London 
Hospital, Hammersmith, W., Fri., 8 p.m., Clinico-pathological 
Meeting. Demonstration of ‘Cases and Specimens. 


HEALTH INSURANCE AND SUPERANNUATION 
SCHEME FOR NEW ZEALAND 


The New Zealand Government, according to a_ recent 
broadcast by the*Prime Minister, Mr. Savage, proposes to 
introduce a national health insurance and superannuation 
scheme, whereby everyone will be entitled free to the services 
of a general practitioner, and to hospital, sanatorium, mental 
hospital, and maternity treatment, and later, when practicable, 
to the services of specialists, dentists, opticians, and home 
nurses. Persons over the age of 60 will be entitled to a 
pension of 30s. a week, invalids to a similar sum, widows 
to 25s.. and orphans to 15s. The scheme is to be financed 
by converting the present unemployment tax of 8d. in_ the 
pound on all income into a “social security contribution ~ of 
Is. in the pound, and adding pound for pound to the fund 
from the general revenue. The total sum involved was not 
stated by Mr. Savage, but it has been estimated in some 
quarters at about £16,000,000 a year. 
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ASSOCIATION INTELLIGENCE AND DIARY 


SUPPLEMENT to tHe 987 
British MEDICAL JoURNAL 


British Medical Association 


OFFICES, BRITISH MEDICAL ASSOCIATION HOUSE, 
TAVISTOCK SQUARE, LONDON, W.C.1. 


Addresses, etc. 


SECRETARY (Telegrams: Medisecra Westcent, London). 

Epiror, British MepicaL JournaL (Telegrams: Aitiology Westcent, 
London). . 

SUBSCRIPTIONS, ADVERTISEMENTS, etc. (Telegrams: Medisecra 
Westcent, London). 

Telephone numbers of British Medical Association and British 
Medical Journal, Euston 2111 (internal exchange, five lines). 
ScorrisH SecRETARY: 7, Drumsheugh Gardens, Edinburgh. (Tele- 
grams: Associate, Edinburgh.. Tel.: 24361 Edinburgh.) 
Irish Free State Medical Union (I1.M.A. and B.M.A.): 18, Kildare 

Street, Dublin. (Telegrams: Bacillus, Dublin. Tel.: 62550 


Dublin.) 
Diary of Central Meetings 
APRIL 


29 Fri. Propaganda Committee, 2.15 p.m. 
Grants Subcommittee, 2.30 p.m. 
May 
Tues. Central Ethical Committee, 2 p.m. 
Workmen's Compensation Subcommittee, 2.15 p.m. 
4 Wed. Hospitals Committee, 2 p.m. 
Subcommittee on Retired Pay, 2 p.m. 
Thurs. Insurance Acts Committee, 11.30 a.m. 
Archives of Disease in Childhood Editorial Committee, 
. §.30 p.m. (change of date). 
6 Fri. Exchange and Free List Subcommittee, 12 noon. 
Journal Committee, 2 p.m. 
10 Tues. Organization Committee, 2 p.m. 
11 Wed. B.M.A. Members of Advisory Committee, 10 a.m. 
13. Fri. Public Health Committee, 2 p.m. 
18 Wed. Building Committee, 1.45 p.m. 
_ Finance Committee, 2.15 p.m. 
Journal Board, 2 p.m. 


Branch and Division Meetings to be Held 


BIRMINGHAM BrancH: West BROMWICH AND SMETHWICK 
Division.—At West Bromwich and District General Hospital, 
erate, May 5, 8.15 p.m. Dr. Cranston Walker: “ Skin 

seases.”” 


Dorset aND West Hants Brancu.—At Burdon Hotel, Weymouth, 
Wednesday, May 4, 3 p.m. Branch meeting. To be followed by 
a visit to the Borstal Institution, Portland. 


HERTFORDSHIRE BRaNCH: Barner Division.—At Victoria Cottage 
Hospital, Barnet, Tuesday, May 3, 4 p.m. To discuss the Annual 
Report of Council, elect representatives to the A.R.M., etc. 


HERTFORDSHIRE BRANCH: East Herts Division.—At Letchworth 
Golf Course, Thursday, May 5, 2 p.m. Annual Golf Competition 
for the Treasurer's Cup. 4.30 p.m., at Letchworth Hall Hotel, 
Letchworth, Annual General Meeting. 


MerropotiraN Counties BrancH: Division.—At Metro- 
politan Hospital, Kingsland Road, E., Tuesday, May 3, 9.30 p.m. 
Mr. W. E. Tucker: * Manipulative Surgery and Treatment.” 


MerropottraN COUNTIES BRANCH: KENSINGTON Drviston.—At 
St. Mary Abbots Hospital, Marloes Road, Kensington, W., Friday, 
April 29, 8.45 p.m. Annual meeting. 


Merropouiran CouNTIES BRANCH: NortH MIDDLESEX Division. 
—Wednesday, May 4. Annual Meeting. 

Merropowttan Counties Branch: WanpswortH Division.—At 
Bolingbroke Hospital, S.W., Tuesday, May 3, 8.45 p.m. Annual 
Mocung. Discussion of Annual Report of Council, election of 
olfhicers, etc. 


Merropo.iran Counties BrancH: WooLwicH Division.—At War 
Memorial Hospital, Woolwich, Tuesday, May 3, 8.30 p.m. Annual 
General Meeting. 


NorTHERN IRELAND _Brancu.—At Royal Victoria Hospital, Belfast, 
Thursday, May 12, 12 noon. Demonstration of clinical cases. 


SOUTHERN BrancH.—At Aldershot Town Hall, Monday, May 2, 
3 pm. Air raid precautions lecture. At Basingstoke Town Hall, 
Tuesday, May 3, 3.30 p.m. Air raid precautions lecture. The 
lectures will be given by Dr. E. Mountjoy Pearse, Home Office 
Lecturer for the Salisbury Centre. 

SouTHERN BrancH: PortsMouTH Division.—At Queen's Hotel, 
Southsea, Thursday, May 5. Annual General Meeting. Preceded 
by supper at 9 p.m. 

SoutTH WALES AND MONMOUTHSHIRE BRANCH: SWANSEA Division. 
—Thursday, May §. To consider Annual Report of Council and to 
elect Representatives. 

Sussex Branch: Hastincs Division.—At Royal East Sussex 
Hospital, Hastings, Tuesday, May 3, 3 p.m. Clinical meeting. 


WORCESTERSHIRE AND HEREFORDSHIRE BraNcH.—At Royal Infir- 
mary, Worcester, Thursday, May 5, 3.15 p.m. Air raid precautions 
lecture by Colonel H. R. Bateman, Home Office Lecturer for the 
York Centre. 

YORKSHIRE BrRaNCH: GOOLE AND Secsy Division.—At Chestnut 
Croft, Carlton, Thursday, May 5, 3.30 p.m. Annual Meeting. 

YORKSHIRE BRANCH: WAKEFIELD, PONTEFRACT, AND CASTLEFORD 
Division.—At Strafford Arms Hotel, Wakefield, Thursday, May §. 
Annual Meeting. Preceded by dinner at 7.45 p.m. 


Meetings of Branches and Divisions 


GLASGOW AND WEST OF SCOTLAND BRANCH: DUMBARTONSHIRE 
DIVISION 


At a meeting of the Dumbartonshire Division, held at Glasgow 
on March 16, there was a discussion of the maternity service 
proposals, and the following resolution was unanimously 
agreed to on the motion of Dr. Cook, seconded by Dr. A. G. 
McIntyrRE—namely : 


That this meeting of the Dumbartonshire Division of the British 
Medical Association, having further considered the revised pro- 
—— contained in the Memorandum of February 1, 1938, issued 

y the Department of Health respecting the terms of the 
remuneration of medical practitioners under the Maternity Services 
(Scotland) Act, 1937, while appreciating the increased offer con- 
tained in the Memorandum, resolves that the remuneration now 
offered is still inadequate in respect that several of the conditions of 
service are unsatisfactory, particularly the unnecessarily elaborate 
forms of reports and the - y- contained in Article 8 of the 
Memorandum dealing with the personnel of the committee to 
investigate complaints. 


The Division accordingly recommends and advises members 
meantime to refrain from accepting service. 


SurREY BRANCH: RICHMOND Division 


A meeting of the Richmond Division was held at Richmond 
Royal Hospital on March 11, with Dr. D. S. Murray in the 
chair. It had been arranged for Dr. H. Garpiner-HILL to 
deliver a British Medical Association Lecture on “ Endocrino- 
logy in Practice,” but before he could deal with more than 
the preliminaries he was called away on an urgent case. 
It was proposed that Dr. Gardiner-Hill be asked to continue 
his lecture at a future date, and the meeting then terminated. 


VACANCIES 


All advertisements should be addressed to the 
Advertisement Manager and NOT to the Editor. 


RESIDENT POSTS 


AccRINGTON: Vicroria Hospitat.—H.S. Salary £175 p.a. 

AYLESBURY: Royal BUCKINGHAMSHIRE HospitaL.—(1) Senior M.O. 
(2) J.M.O. Salaries £200 p.a. and £150 p.a. respectively. 

Beckerr Hospital aND Diuspensary.—C.O. (male). 
Salary £250 p.a. 

eee AND Mipitanp Eye Hospirat.—H.S. Salary £130- 
£150 p.a. 

BinMINGHAM Ciry.—J.A.M.O. (male) for Mental Hospital Depart- 
ment, Rubery Hill and Hollymoor Division. Salary £350-£450 p.a. 

BoutnGBROKE HospiraL, Wandsworth Common, $.W.—(1) H.S. (2) 
C.O. Males, unmarried. Salaries £120 p.a. each. 

BRIGHTON: ALEXANDER Hospitat FoR Sick CHILDREN, Dyke 
Road.—H.S. (male). Salary £120 p.a. 

BristoL: CossHaAM Memorial Hospirat, Kingswood.—J.M.O. 
(male). Salary £100 p.a. 

Bristo. Royat Hospital FOR Sick CHILDREN AND Women.--H.P. 
Salary £125 p.a, 

Bury Sr. Epmunps: Wesr General Hospiiat.—H.S. 
Salary £180 p.a. 

CARMARTHEN: Joinr Counties MENTAL Hospirat.—Senior Assistant 
M.O. and Deputy Medical Superintendent. Salary £500-£25-£600 


Counry Councit.—A.M.O. (unmarried) for Hawkmoor 
Sanatorium, near Bovey Tracey. Salary £250 p.a. 
Dorcuester: Dorser County Hosptrac.—H.S. (male, unmarried). 
Salary £150 p.a. 

ey Menrat Hospitat, Westgreen.—J.A.M.O. (male). Salary 
£: 

Essex Counry Councit.—J.A.M.O. for Black Notley Sanatorium, 
near Braintree. Salary £250 p.a. 

Great BarRRoOW: BARROWMORE TUBERCULOSIS SANATORIUM AND 
SETTLEMENT, near Chester.—J.A.M.O. (male). Salary £200 p.a. 

Hospirat.—H.S. Salary £150 p.a. 

Hemet Hempsreap: West Herts Hospirat.—J.M.O. (male, un- 
married). Salary £120 p.a. 

Hospirat For Sick CuHitpren, Great Ormond Street, W.C.—(1) 
Assistant P. (2) Two Medical Assistants and Clinical Patho- 
logists. (3) Assistant Surgical Officer. (4) H.S. Unmarried. 


wil 
i 
|| 
Lisle | 
imal | 
on 
cod, | 
ia. 
smal 
D.m., 
‘lagh 
of | 
ams- | 
| 
».m.) | 
for | 
nan, 
Mr, | 
will 
1eral 
non- | 
of 
son, | 
| 
ers; | 
ting. | 
lress | 
| 
nual 
8-9, | 
ome 
A.J. | 
| 
ting. | 
| of 
rynx | 
ling. 
ier, = 
vical | | 
nest 
don | 
ical | 
| 
| 
ent | 
ion | 
ces | 
tal 
rte, 
me 
a 
ws | | 
ed 
the 
of 
ind | 
not Salaries £200 p.a., £125 p.a., £100 p.a., and £50 p.a. respectively. | 
(5S) Two H.P.s. (6) H.S. Salaries £50 p.a. each. Unmarried. 
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Hutt Royat INnvirmary.—-Second C.O. (male). Salary £150 p.a. 

LancasHine County Councit.—Senior M.O. (unmarried) for Lake 
Hospital and Darnton House Institution, Ashton-under-Lyne, 
near Manchester. Salary £250 p.a. 

LagBert: StiRLING District Menta Hospitat.—J.A.M.O. Salary 
£300-£25-£400 p.a. 


Leeps: Generac Senior Anaesthetic Officer. (2) 
Junior Anaesthetic Officer. Salaries £149 and £100 p.a. 
respectively. . 


ser (male, un- 


LeiGH INtirmMary, Lancashire. 
married). Salary £250 p.a. 

Liverpoot Heart Hospirat.—H.P. Salary £100 p 

LoNDON Cuest Hospitat, Victoria Park, E.—H. £100 p.a. 

Lonpon County Councit.—(1) Two A.M.O.s (Grade 1) (unmarried) 
for St. Giles’ Hospital, St. Giles’ Road, Camberwell, S.E. Salaries 
£350-£25-£425 p.a. each. (2) A.M.O.s (Grade IL) for (a) Princess 
Mary's Convalescent Home, Cliftonville, Margate, (b) St. Alfege’s 
Hospital, Vanbrugh Hill, Greenwich, S.E., (c) St. Francis’ 
Hospital, East Dulwich, = E., (d) St.* George-in-the-East Hospital, 
Raine Street, Wapping, E om and (e) St. Luke’s Hospital, Sydney 
Street, S.W. (a) is a female appointment only. Unmarried. 
Salaries £250 p.a. each. 

Lonpon JewisH Hospitat, Stepney Green, E.—(1) M.O. and H.P. 
(2) H.S. (3) C.O. Males. Salaries £150 p.a., £100 p.a. and 
£100 p.a. respectively. 

AND North Surro_k Hospitat.—J.H.S. (male). Salary 
£120 p.a. 

MancuHester City.—(1) Obstetrical Officer. (2) Assistant to 
R.S.O. (Grade Il). (3) Assistant to Obstetrical Oflicer (Grade II). 
Salaries £350-£25-£450 p.a., £250 p.a., and £250 p.a. respectively. 

Nationa TEMPERANCE Hospitat, Hampstead, N.W.—H.S. (male). 
Salary £100 p.a 

New Zeatanp HiGH 415, Strand, W-C.—Surgeon 
tor New Plymouth Hospital. Salary £900 p.a. 

NoktHwoop: Mount VerRNON Hospirat.—H.S. Salary £150 p.a. 

NorrinGHaM Ctry.—Assistant Surgical Officers for City Hospital. 
Salaries £250 p.a. each. 

NorrinGHaM: GENERAL Hospirat.—C.O. (male). Salary £150 p.a. 

OxrorpD: RapcLirFe INFIRMARY.—H.S. (male) for Gynaecological 
Ward. Salary £100-£120 p.a., according to experience. 


City.—J.A.M.O. for City General Hospital. Salary 
£ p.a. 
PtymMouTH: Prince OF Wates’s Hospirat, Greenbank Road.— 


Surgical Officer (male). Salary £225 p.a. 

QuEEN CHARLOTITE’S Maternity Hospitat, Marylebone Road, N.W. 
—(1) Anaesthetist. (2) Anaesthetist. (3) A.M.O. (male). Salaries 
£100 p.a., £90 p.a., and £80 p.a. respectively 

QUEEN'S Hospt TAL FOR CHILDREN, Hackney Road, E.—C.O. Salary 


£100 p.a 

ReapinG: Royat BerksHire Hospirac.—H.S. (male) to Special 
Departments. Salary £150 p.a 

ROCHDALE INFIRMARY AND Dtspensary.—Second H.S. (male). 


Salary £150 p.a. 

Cancer Hospitat (FREE), Fulham Road, S.W.—H.S. Salary 
£ p.a. 

Free Hospirat, Gray's Inn Road, W.C.—Senior M.O. 


(male). Salary £150 p.a. 
Rucsy: Hospitat oF Sr. Cross.—M.O. (male). Salary £100-£150 


p.a. 

Satnr Mary’s Hospirat FOR WOMEN AND CHILDREN, Plaistow, E.— 
H.P. Salary £150 p.a. 

SHEFFIELD Ciry.—Assistant M.O. (female) for Nether Edge Hospital. 
Salary £350-£25-£450 p.a. 

SHEFFIELD: RoyaL INFIRMARY.—Ophthalmic H.S. Salary £120 p.a. 

STAFFORDSHIRE MeNtAL HospitaLts Boarp.—Medical Superintendent 
(male) for County Mental Hospital, Stafford. Salary £1,100 p.a. 

STAFFORD: STAFFORDSHIRE GENERAL INFIRMARY.—H.P. Salary £150 


p.a. 

STOKE-ON-TRENT City.—M.0O. (male, unmarried) for Stanfield Sana- 
torium. Salary £250 p.a 

STOKE-ON-TRENT: NORTH STAFFORDSHIRE INFIRMARY.—Anaes- 
thetist. Salary £150 p.a. 

SroursripGe: Corsetr Hospitrar.— 1) H.P. (2) H.S. Salaries 
£125 p.a. and £100 p.a. respectively. 

Surrey Counry Councit.—A.M.O 
Richmond. Salary £250 p.a. 

Weir Hospitat, Grove Road, Balham, S.W.—J.M.O. (male, un- 
married). Salary £150 p.a. 

WeyMourH AND District Hospitat.—H.S. (male). Salary £180 p.a. 


NON-RESIDENT POSTS 


for Grove Road Institution, 


BinMINGHAM: Ear AND THROAT Hospirat.—Third H.S. Salary 
£150 p.a. 
Eatinc: KinG Epwarp Memoriat Hospttrat.—(1) Ophthalmic S. 


(2) Hon. Anaesthetist 

Hosptrat FoR Tropica, Diseases, 25, Gordon Street, W.C.—Two 
Junior Hon. Anaesthetists. 

MANCHESTER Royat INFIRMARY.—Chief Assistant to a Surgical Unit. 
Salary £250 p.a. 

OxrorD: Rapc INFIRMARY.—Whole-time Surgical Registrar. 
Salary £400 p 

LONDON Hammersmith, W.—(1) Hon, Registrar for 
Throat, Nose, and Ear Department. (2) Hon. Clinical Assistant 
for X-Ray (Diagnostic) Department. 


UNCLASSIFIED 


CAERNARVONSHIRE County CouNciL.—Assistant County M.O.H. and 
School M.O. Salary £600-£25-£700 p.a. 


VACANCIES AND APPOINTMENTS 


SUPPLEMENT THE 
British MEDICAL JOURNAL 


Cuitp Gutpance Councit, Woburn House, Upper Woburn Place, 
W.C.—Three Fellowships in Psychiatry tenabie at London Chiid 
Guidance Clinic, 1, Canonbury Place, Islington, N. (half-time 
work). Salary £300 for one year. 

Ciry oF Dustin SKIN AND Cancer Hospitat, Hume Street, 
Whole-time Deep X-Ray and Radium Therapist. Salary up to 
£700 p.a., according to qualifications and experience. 

HENDON BorouGH.—Assistant M.O.H. and Assistant School M.O. 
(male). Salary £600-£25-£750 p.a. 

Hounstow HosPitat, Staines Road, 
£1 Is, per session. 

HuppersFieLD Country BorouGH.—Assistant M.O.H. 
Salary £500-£25-£700 p.a. 

Kenr Counry Councit.—Four Part-time Consultant Obstetricians 
for Public Health Departments of (a) Chatham, Gillingham, and 
Rochester, (6) Tunbridge Wells, (c) Ashford, and (d) Canterbury. 

Lonpon CuHest Hospitat, Victoria Park, E.—Part-time Medical 
Registrar (male). Honorarium £175 p.a. 

MaNcHESTER: ANcCOATS Hospitat.—Orthopaedic Registrar. 
arium £50 p.a. 

Royat Eve Hosptrat.—Out-patient M.O. Salary £200 


Middlesex.—Anaesthetist, 
(female), 


Honor. 


p.a. 

School M.O. Salary £500-£25-£700 p.a. 

Mipptesex County Councit.—(1) District M.O. for Edmonton 
South Medical Relief District. Salary £200 p.a. (2) Public 
Vaccinator for Edmonton South Vaccination District. Males. 
Viehing Dermatologist for Redhill County Hospital, Edgware. 
Fee £3 3s. per session. 

Narionat Hosprrat, Queen Square, W.C.—(1) Registrar. 
tant Registrar. Salaries £200 p.a. each. 

New Zeatanp HiGH Commissioner, 415, Strand, W.C.—Radiologist 
for New Plymouth Hospital. Salary £850 p.a. 

PortsMoutH Ciry.—Assistant M.O.H. and School M.O. (male). 
Salary £500-£25-£700 p.a., according to qualifications and experi- 
ence. 

OpHrHatMic Hosptrat, City Road, E.C.—Assis- 
tant 9S. 

Royat NorrHern Hospirat, 
Honorarium £200 p.a 

Sr. BartHOLoMEWw’s Hosptrat, E.C.—Part-time Chief Assistant for 
X-Ray Diagnostic Department. 

SeaMeN’s Hospirat Soctery, Greenwich, S.E.—P. (male) with 
charge of out-patients for Dreadnought Hospital, Greenwich, S.E. 

SOUTHAMPTON CouNnTy BorouGH.—Temporary Assistant M.O.H. 
tor Air Raid Precautions. Salary £500 p.a. 

StaFFORDSHIRE CouNnTY Councit.—Second Assistant Bacteriologist 
and Pathologist for Bacteriological and Pathological Laboratory. 
Salary £700-£50-£850 p.a. 

Stockport Cou BorouGu.—Whole-time A.M.O. (female). Salary 
£600-£25-£700 p 

STOKE-ON-TRENT 1ry.—Whole-time M.O. (male) of Venereal 
Diseases Centre. Salary £750-£937 10s. p.a. 

Surrey County Councit.—Whole-time A.M.O. (male). — Salary 
£600-£25-£700 p.a. 

Wesr Lonpon Hospitat. Hammersmith Road, W.—Chief Assistant 
ae for Chronic Rheumatic Diseases. Honorarium 

p.a 

CERTIFYING Factory SuURGEON.—The appointment at Kirkby Stephen 
(Westmorland) is vacant. Applications to the Chief Inspector of 
Factories, Home Office, Whitehall, S.W.1, by May 10. 


To ensure notice in this column advertisements must be received 
not later than the first post on Tuesday mornings. 


Notifications of offices vacant in universities, medical colleges, and 
of vacant resident and other eM Ter” at hospitals, will be 
found at pages 40, 41, 42, 43, 44, 45, 48, 49, and 50 of ow 
advertisement columns, and advertisements as to partnerships, 
assistantships, and locumtenencies at pages 46 and 47. 


APPOINTMENTS 


MacKeltn, S. A., M.R.C.S., D.P.M., Deputy Medical Adviser to 
the Warwickshire Mental Deficiency Acts Committee. 

Smirn, W. H. M., M.Ch.Orth., F.R.C.S., Honorary Orthopaedic 
Surgeon, Doncaster Royal Infirmary and Dispensary. 

CERTIFYING Factory SURGEONS.—B. Holden, M.B., for the Macc'es- 
field District (Cheshire); R. D. Jenkins, M.B., Ch.B., for the 
Almondsbury District (Gloucestershire); D. MacColl, M.B., Ch.B., 
for the Killin District (Perthshire). 


(2) Assis- 


Holloway, N.—Obstetric Registrar. 


BIRTHS, MARRIAGES, AND DEATHS 


The charge for inserting announcements of Births, Marriages, and 
deaths is 9s., which sum should be forwarded with the notice 
not later than the first post on Tuesday morning, in order to 
ensure insertion in the current issue. 


BIRTHS 
BripGe.—On April 18, at the Argyll Nursing Home, Williamson 
Road, Sheffield, to Flora (née Hargreaves), wife of Raymond E. 
Bridge, F.R.C.S., Chestertield, a son. 


Watton.—On April 24, at the Barratt Maternity Home, North-_ 


ampton, to Nina, wife of A. C. R. Walton, M.D., 
19, Castle Street, Wellingborough, a daughter. 


M.R.C.P., 
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